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PRELIMINARY Association of South Africa (Dr. A. W. S. Sichel) and the 
other from the Irish Medical Association (Dr. P. T. 
Award of the Gold Medal O'Farrell), The Council considers that the services rendered 


208. In South Australia there is a greatly honoured mem- 
ber of the Association, Sir Henry Simpson Newland, C.B.E., 
D.S.0., LL.D., M.S., F.R.C.S., F.A.C.S., F.R.A.C.S., who 
combines high professional distinction with a long and very 
notable record of service to the Association and the medical 
profession. Sir Henry is a Past President of the Royal 
Australasian College of Surgeons and of the Australian 
B.M.A. Federal Council. He has received the Gold Medal 
of the Federal Council. The latest honour conferred on 
him in his own country is the foundation of the Henry 
Simpson Newland Oration, which will be delivered for the 
first time in August this year during the Australasian 
Medical Congress (B.M.A.) in Sydney. 

Many years ago the Representative Body elected Sir Henry 
a Vice-President of the Association. The Council has much 
pleasure in reporting that it has now decided to award him 
the highest honour that it can bestow, the Gold Medal of 
the Association for Distinguished Merit. 

Dr. A. Talbot Rogers will represent the parent body at 
the Congress in Sydney next August, and it is hoped that 
on this occasion there may be an opportunity for him to 
present the Medal to Sir Henry on behalf of the Council. 


Election of Vice-Presidents 


209. For Sessions 1951-2 and 1952-3 the Representative 
Body elected overseas Presidents, one from the Medical 


by Dr. Sichel and Dr, O'Farrell fully warrant their being 
honoured by election to the office of Vice-President, and 
that this would also be a graceful compliment to their 
Associations, The Council has much pleasure in recom- 
mending : 

Recommendation: That A. W. S. Sichel, LL.D., M.D. (Cape- 
town), be elected a Vice-President in recognition of his valuable 
services to the Association. 

Recommendation: That P. T. O'Farrell, LL.D., M.D., 
F.R.C.P.I. (Dublin), be elected a Vice-President in recognition of 
his valuable services to the Association. 


The War Memorial 

210. The Council has decided to reproduce a photograph 
of the War Memorial in postcard form, with a short 
description of its symbolism, The postcard will shortly be 
available at Headquarters and at regional offices at the 
price of 6d. 

Central Midwives Board 

211. The constitution of the Central Midwives Board 
provides that it shall include six persons appointed by the 
Minister after consultation with such bodies as appear to 
him to be concerned, one of the six being a general prac- 
titioner. The Minister invited the Association to make a 
nomination and has appointed the Council’s nominee, 
Dr. I. G. Innes (Hull). ¢ 
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Representatives at Conferences of Other Bodies 


(Continuation of para. 8 of Annual Report) 

212. Mr. J. W. Tudor Thomas, the Immediate Past- 
President of the Association, has been appointed an official 
delegate of the Association at the Annual Meeting of the 
American Medical Association, to be held in Atlantic City 
in June. Mr. Tudor Thomas has been invited by the 
A.M.A. to take part in the proceedings at its Annual 
Meeting. 

Professor Alex. Haddow, Director of the Chester Beatty 
Research Institute at the Royal Cancer Hospital, has 
accepted an invitation to take part in the Annual Meeting 
of the Medical Association of South Africa, and has been 
appointed as an official delegate from the B.M.A. 


GENERAL MEDICAL SERVICES 


Remuneration 
(Continuation of para. 16 of Annual Report) 
The Size of the Central Pool 


213. The further inquiry undertaken by the Board of 
Inland Revenue into practice expenses for application to 
the 1953-4 Pool has now been completed. The results are 
under consideration by the Committee in consultation with 
its expert advisers, and further discussions will take place 
with the Ministry so that the final settlement for that year 
can be determined. 

The Committee has also received the Ministry’s tentative 
proposals on possible methods of keeping the expense ratio 
up to date in those years when the Board of Inland Revenue 
is unable to undertake a full inquiry. The Committee is 
considering these proposals in consultation with its advisers. 


The Danckwerts Award and the Small-List Practitioner 


Since the issue of the original E.C.L. on the scheme of 
supplementary annual payments some doubt has arisen as 
to the circumstances in which a doctor can automatically 
qualify for one of these payments. Further instructions are 
now being sent to executive councils to clarify the situation, 
and the opportunity is also being taken of dealing with 
a number of other minor points arising from the scheme. 
The G.M.S. Committee hopes that, as a result, no small-list 
practitioner will be in any doubt as to his position under 
these arrangements. 

The G.M.S, Committee was unable to accept the sugges- 
tion put forward by the Ministry that, in the case of 
applications for supplementary annual payments from 
general practitioners over the age of 75, the regional 
medical officer should visit the doctor concerned in order 
to be sure that the practitioner is, in fact, able to provide 
full general medical services. The Committee felt that this 
was a matter which could best be judged by the local 
medical committee in consultation with the practitioner’s 
own local colleagues, but it has agreed that in cases of 
doubt it would be appropriate for a medical member of the 
Central Appeals Committee to interview the doctor in con- 
sultation with a member of the local medical committee 
or a near-by colleague. A circular letter setting out the 
arrangements which the Committee feels should be made in 
these circumstances has been sent to local medical com- 


mittees. 


Committee on General Practice of the Central Health 
Services Council 


(Continuation of para. 20 of Annual Report) 

214. The G.M.S. Committee has prepared a document 
setting out the views of the Committee and of local medical 
committees on the various recommendations contained in 
the Report of the Committee on General Practice within 
the National Health Service, which was set up by the 
Central Health Services Council. This document will form 


the basis on which further discussions can take place with 
the Ministry on all aspects of the Cohen Report. 


Group Practice 
(Continuation of para. 19 of Annual Report) 

215. The Group Practice Loans Committee has advised 
the Council that, owing to the rate at which applications 
are now coming in and because the new money which comes 
into the fund in any one financial year is limited to £100,000 
for Great Britain as a whole, future applicants may, if on. 
cessful, find that there will be some delay before Payment 
can actually be made. The Group Practice Loans Com- 
mittee will continue to consider all applications which are 
submitted to it, but, when giving its decision, will inform 
doctors if there is likely to be any delay before the mone 
is available for payment. J 


Assistants in General Practice 


216. Early in 1953 the Assistants and Young Practitioners 
Subcommittee drew the G.M.S. Committee's attention to 
the difficulties which were being experienced by assistants 
in attaining principal status in the National Health Service. 
A number of suggestions for solving the difficulties have 
been put forward by the Subcommittee—directed in the 
main to a reduction of the additional list of patients allowed 
by virtue of the employment of an assistant. In the view 
of the G.M.S. Committee, however, none of the suggestions 
advanced would have successfully solved the main problem 
—that of the principal who advertises successive posts 
“with a view” and then has a series of assistants, none 
of whom is taken into partnership. The Committee there- 
fore set up a special subcommittee to examine the problem 
and see what action could usefully be taken to meet the 
views advanced by the Assistants and Young Practitioners 
Subcommittee. This special Subcommittee has now com- 
pleted its task and its report, which has the approval both 
of the G.M.S. Committee and of the Assistants and Young 
Practitioners Subcommittee, is -being submitted to the 
Annual Conference. The Subcommittee’s report is set out 
in Appendix VII. 


Temporary Resident Fees 


217. The G.M.S. Committee has continued to consider the 
difficulties which have arisen over the application of the 
criteria laid down for the purpose of deciding which cases 
should attract the lower temporary resident fee of 5s, 

It will be remembered that executive councils, in con- 
sultation with local medical committees, are required to 
classify holiday camps and institutions into those in which 
it would be appropriate to pay the higher temporary resi- 
dent fee of 17s., and those where the lower fee of 5s. 
would be more appropriate. The decision as to whether 
an institution is to be classified for the purposes of payment 
at the lower rate depends largely upon whether the doctor 
is in regular attendance and has facilities for seeing a 
number of patients at a fixed time and place. 

The matter has been discussed with the Ministry of 
Fiealth and, before making any radical alteration in the 
present scheme, the Committee decided to seek further 
information as to the size of the problem and the extent 
to which the lower rate of payment was being applied. 
Having considered the matier again in the light of the 
further information supplied by the Ministry, the Com- 
mittee feels that a case does exist for giving local medical 
committees discretion to pay a fee for temporary residents 
which would modify the present somewhat rigid rates of 
payment. The matter is to be discussed with the Ministry 
on this basis. 


Amendment of Service Committees and Tribunal 
Regulations 
(Continuation of para. 26 of Annual Report) 

218. Negotiations have continued with the Ministry of 
Health on the recommendations made by the special Sub- 
committee which has been reviewing the Service Com- 
mittees and Tribunal Regulations. The G.M.S. Committee 
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js pleased to report that agreement has now been reached 
on the various matters under discussion, and, subject to the 
approval of the Annual Conference, any necessary action, 
whether by means of amending regulations or otherwise, 
will: be taken by the Ministry of Health. 


Discount on Drugs 

219. Negotiations have continued between the G.M.S. 
Committee, the National Pharmaceutical Union, and the 
Association of British Pharmaceutical Industry in an effort 
to secure an equitable rate of discount for dispensing 
doctors. The Committee has now been informed by the 
A.B.P.I. that it is prepared to recommend to its constituent 
members that manufacturers and wholesalers should increase 
to a material extent the professional discount allowed to 
N.H.S. dispensing doctors on ethical proprietary prepara- 
tions. This offer is under consideration by the Rural 
Practices Subcommittee, since it is rural areas which are 
mainly concerned with this issue, and the Subcommittee’s 
views will be reported to the Annual Conference and to the 
Representative Body in due course. 


Employment of General Practitioners in Hospitals 

220. The Representative Body last year expressed the view 
that there should be no reduction in the remuneration of 
general practitioners working in hospitals. 

This matter has been considered by the G.M.S» Com- 
mittee in consultation with the Staff Side of Committee “ B” 
of the Medical Whitley Council. 

The Council is glad to report that an attempt to lower 
the existing rates has been successfully resisted. The 
matter is, however, very much bound up with the investiga- 
tion now being undertaken by the Central Consultants and 
Specialists Committee into the whole question of junior 
hospital staffing. 

As soon as this investigation is completed it will be 
possible to fit general practitioners into the pattern pro- 
posed and at that point to consider the appropriate remun- 
eration for the posts which they hold. 


Representation of Regional Hospital Boards and 
Hospital Management Committees 

221. At the Representative Meeting last year, several reso- 
lutions were passed, all aimed at securing more adequate 
representation of general practitioners at all levels of 
hospital administration. 

This matter has been considered by the G.M.S. Com- 
mittee, and in discussions with the Ministry every oppor- 
tunity has been taken to stress the importance which the 
profession attaches to adequate general-practitioner repre- 
sentation. The G.M.S. Committee is watching the position 
carefully and will review the matter again when the results 
of the nominations for the next group of general-prac- 
titioner vacancies on regional hospital boards are available. 


Rh Tests and Blood Grouping 

222. Last year the Council was asked to ensure that when 
Rh tests and blood grouping are carried out a card should 
be supplied suitable for preservation by the patient. The 
G.M.S. Committee has now discussed this matter with the 
Ministry of Health and has been given to understand that 
group cards are normally given to all donors and ante- 
natal patients throughout the country. There have appar- 
ently been difficulties in some areas and the Ministry has 
undertaken to give what help it can in these specific 
localities. 


HOSPITAL AND CONSULTANT SERVICES 


Remuneration of Hospital Medical Staff 
(Continuation of para. 46 of Annual Report) 
223. The Council has considered the following Minutes 
of the A.R.M., 1954: 


68. Resolved: That this meeting is dissatisfied with the recent 
consultant award, and the reasons given therefor. 


70. Resolved: That this meeting deplores the inadequacy of the 
recent agreement reached on the remuneration of hospital medi- 
cal staffs, and urges that steps be taken to reopen this matter 
immediately with a view to obtaining the implementation of the 
Spens Report as applied to consultants and specialists and obtain- 
ing adequate betterment. In the event of disagreement, the 
matter should be referred to arbitration. 

71. Resolved: That a further attempt be made to make the 
present settlement retrospective to the date of commencement of 
negotiations. 

90. Resolved : That the S.H.M.O. remuneration should be 
raised forthwith to approximate more nearly to that of 
consultant. 

92. Resolved: That the value of the emoluments of house 
officers should remain at £100. 

93. Resolved: That practitioners on the staffs of hospitals at 
present remunerated on G.P. 10(b) rates should also receive an 
increase in remuneration. 

210. Resolved : That this mecting views with great concern any 
possible reduction in the remuneration of general practitioners 
working in hospitals. 


The decisions of the Representative Body were conveyed, 
through the Central Consultants and Specialists Committee, 
to the Staff Side of Whitley Committee “ B.” The Staff Side 
has submitted claims to the Management Side: 


(i) For a further increase in the remuneration of 
S.H.M.O.s ; 

(ii) for an increase in the remuneration of non-clinical 
medical superintendents ; 

(iii) for the payment of domiciliary consultation fees 
to members of hospital staffs holding whole-time con- 
tracts ; 

(iv) for an increase in the salary scales for regional 
hospital board headquarters medical staff to correspond 
with the increase given to hospital medical staff ; 

(v) for certain improvements in the emoluments of 
house officers. 


In addition, the Staff Side is discussing with the Manage- 
ment Side the assessment of the residential emoluments of 
registrars. It has considered also the advisability of press- 
ing for arbitration on the long-standing dispute concerning 
allowances for the professional expenses of whole-time 
officers, but has postponed a decision on this pending the 
outcome of the claim for the payment of domiciliary 
consultation fees. 

The Staff Side considers it impracticable to press for 
retrospective payment of the increased salaries agreed upon 
last session, as the operative date was accepted as part of 
the agreement. 

The discussions which led to the agreement of April, 1954, 
took no account of the remuneration of general practitioners 
under the provisions of paragraph 10(b) of the Terms and 
Conditions of Service, since this was the subject of separate 
negotiations which are still being conducted by the Staff 
Side of Committee “B” in consultation with the General 
Medical Services Committee. 

As regards a further review of hospital medical remunera- 
tion in general, the Central Consultants and Specialists Com- 
mittee proposes, as a first step, to conduct a comprehensive 
inquiry, with such expert aid as is necessary, into the present 
incomes of members of hospital medical staffs from all pro- 
fessional sources. It is hoped that this proposal will be 
endorsed by the Staff Side of Committee “B.” The inquiry 
would show how the total professional income of hospital 
medical staffs has been affected by the various changes 
which have taken place since 1939, and its results would 
influence the decision as to what further claims might 
reasonably be made. The Council considers that this is a 
wise policy. It doubts whether further negotiations con- 
cerning the remuneration of hospital medical staff could 
be pursued effectively without supporting statistical evi- 
dence, such as is not available at the present time, as to 
the total incomes earned in this branch of the profession 
as compared with those earned in other branches. The 
Council therefore asks the Representative Body to await 
with patience the results of the proposed inquiry. 
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Hospital Medical Staffing 
(Continuation of para. 47 of Annual Report) 


224. The revised report on hospital medical staffing, 
approved by the Central Consultants and Specialists Com- 
mittee, is set out in Appendix VIII. This report modifies 
the original report on this subject in the light of the views 
expressed by the Representative Body, Regional Consul- 
tants and Specialists Committees, and other bodies. 

The report, which has already received preliminary con- 
sideration by the Joint Consultants Committee, will be 
considered further by that Committee in conjunction with 
reports from other constituent bodies and from the Central 
Consultants and Specialists Committee (Scotland), and com- 
ments from the Special Group Committees regarding the 
application of general principles in different specialties. The 
Joint Committee will then be in a position to enter into 
discussions with the Ministry, and to report back to its 
constituent bodies in the light of the Ministry's reactions. 


Remuneration of Medical Teachers 
(Continuation of para. 58 of Annual Report) 


225. There is as yet little information as to the action 
being taken by different universities to revise the salary 
scales of their medical teaching staffs following the provision 
of additional moneys by Parliament for this purpose. 

Except in the case of clinical professorial posts, however, 
the new ranges announced by the Chancellor of the Ex- 
chequer do no more than narrow the gap between the 
remuneration of medical teachers and hospital staff follow- 
ing the increase in salary given to the latter in 1954. They 
do nothing to remove the former discrepancy in remunera- 
tion in the two spheres, which in some cases is now greater 
than before. 

For example, under the old scales a consultant in the 
hospital service at the minimum of his scale received 13°, 
more than a reader or senior lecturer in clinical subjects of 
consultant status also at the minimum. Under the new 
scales the difference is 20°. At higher points in the respec- 
tive scales this discrepancy is even wider, and a consultant 
on the maximum receives nearly 30°, more than a reader or 
senior lecturer will receive at his new maximum. 

The new scales bring university medical staff approxi- 
mately to the level occupied by hospital medical staff in 
1949. For example, the range for readers and senior 
lecturers is now £1,750-£2,400 (£2,750 for lecturers with 
special responsibility) and the consultant scale in the hos- 
pital service, fixed in 1949, was £1,700-£2,750. 

The comparison for preclinical medical teachers is even 
more unfavourable, as their scales are lower than those of 
clinical teachers. 

The scales announced by the Chancellor of the Exchequer 
are the maximal scales the universities may now adopt, and 
are not necessarily the scales they will in fact apply to their 
medical teaching staffs. The little evidence so far available 
indicates that salaries are likely to be revised on a less 
favourable basis than the ranges announced by the 
Chancellor of the Exchequer. 

These discrepancies are a financial disadvantage which 
more than offsets the vocational attraction of university 
work and must therefore have an adverse effect on 
recruitment. 

While clinical teachers have the remedy of applying for 
posts in the hospital service, preclinical teachers—for 
example, anatomists—may not be able to go back into 
clinical work. Furthermore, they are generally appointed 
at a late age, at least 27, so that their salary position for 
several years is well below that of non-medical colleagues. 

The position is largely similar in the field of pure research. 
In this field, even at the highest levels, established and 
virtually irreplaceable medical workers are taking other 
types of post because of the higher rewards obtainable, 
and owing to the great difficulty of recruiting medical men 
to replace them more and more non-medical workers are 
being appointed for work which belongs strictly to medicine. 


If the present anomalies are allowed to continue 
academic and research fields will cease to attract their ¢: 
share of the best brains in medicine, and the authori 
must decide whether this inevitable outcome is in the 
interests of medicine and the nation. 

There is no machinery available to the Profession f 
negotiation with the universities, and previous approaches 
to the University Grants Committee and the yj 
Chancellors’ Committee have proved fruitless. 7 

The position is being brought to the notice of the Minis 
with a request that it should use its influence in the Matter 


Fees for Part-time Work for Government Departments 
(Continuation of para. 62 of Annual Report) 


226. As stated in the Annual Report, the Treasury has 
recently introduced two scales of payment for specialist 
services undertaken for Government departments, one scale 
for consultants, and another, and lower, scale for S.H.M.Os. 
It is considered that there is no justification for this dis- 
crimination and representations are being made to the 
Treasury accordingly. ; 


Geriatric Units: Treatment and Rehabilitation of Chronic 
Disablement 


(Continuation of para. 67 of Annual Report) 


227. The report of the Joint Subcommittee appointed to 
study the establishment of an integrated service for the 
treatment and rehabilitation of chronic disablement arising 
from age or illness is set out in Appendix IX. 

The Council has approved the report in principle, and 
during the coming session will consider how best to secure 
its implementation. 


Medical Use of Hypnotism 
(Continuation of para. 206 of Annual Report) 


228. The report of the special subcommittee on hypnotism 
has now been approved by the Council and is set out in 
Appendix X. 

The Council »roposes to bring the report to the notice 
of suitable research foundations in the hope of fostering 
research on the lines indicated in the report. 


Untoward Incidents in Hospital and Complaints Involving 
Medical Staff 


229. It was reported to the Representative Body last year 
that agreement had been reached between the Ministry of 
Health and the medical defence organizations regarding the 
apportionment of damages in legal actions in which hospi- 
tal authorities and members of their medical staffs were 
involved. During the past year discussions have taken place 
with the Ministry on the procedure to be adopted in report- 
ing upon accidents or other untoward incidents in hospital, 
or in investigating complaints involving the personal con- 
duct or professional competence of members of hospital 
medical staffs. A large measure of agreement on these 
questions has already been reached, and it is hoped that 
satisfactory arrangements will soon be made which will 
safeguard the interests of medical staffs. 


Civilian Consultants Employed by the War Office 


230. Representations are being made to the War Office 
for an increase in the fees payable to civilian consultants 
employed on a sessional or per case basis, to bring them 
into line with the revised scale of fees adopted by the 
Treasury for work done for Government departments. 


REFORM OF THE NATIONAL HEALTH SERVICE 


231. The Council has now considered reports from the 
Standing Committees concerned on action taken by them 
arising from the decisions of the S.R.M., of December, 
1951, on the interim report of the Council on the Reform 
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the National Health Service. Appropriate action has 
been taken with the departments concerned on a number 
of the recommendations and these matters have been dealt 
with in previous reports of the Council; others necessitate 


amending legislation. 


ARBITRATION MACHINERY 
(Continuation of para. 74 of Annual Report) 


232. The Council has made a careful study of the prob- 
lems involved in giving effect to the resolution adopted by 
the Representative Body last year “that there should be 
the unilateral right to arbitration.” 

There are at least two ways by which this objective could 
be achieved: first, by seeking an amendment of the 
Industrial Disputes Order, 1951, which at present pre- 
cludes the reporting of disputes by professional organiza- 
tions which are not trade unions or arbitration on a case 
affecting only one officer; and, secondly, by seeking satis- 
factory arbitration arrangements as a “top tier” to the 
Whitley Council structure. 

In pursuing the first of these alternatives the Council has 
reminded the Minister of Labour and National Service that 
during the war, when the Conditions of Employment and 
National Arbitration Order (1305) was introduced, and up 
to 1951, any professional organization, whether a trade 
union or not, had a right to refer a dispute to the Minister 
and through him to the National Arbitration Tribunal. This 
position was changed by the Industrial Disputes Order, 1951, 
and although the Council has repeatedly urged the Minister 
of Labour and National Service to amend the 1951 order by 
including professional associations, little progress has been 
made. The Minister's latest statement on the subject is in 
the following letter, sent to the Association in December, 
1954: 

“You wrote to me on 14th December asking about the 
amendment of the Industrial Disputes Order, 1951. 

“J fully appreciate your Council’s concern on this matter, 
and if I could give you a forecast of early action, I should be 
glad to do so, but I must in candour admit that I cannot hold 
out hopes of an early amendment of the Order.” 

On the second alternative, in spite of repeated representa- 
tions by the Staff Side of the General Whitley Council, no 
progress has been made. The absence of an agreement on 
facilities for arbitration in the Whitley structure is a direct 
result of the refusal of the Management Side to agree 
(i) that there should be the right of unilateral reference ; 
(ii) that any ruling by the court or arbitrator should be 
binding on both sides. 

Faced with this unyielding attitude on the part of the 
Management Side of the General Whitley Council, the 
Chairman of Council sought an interview with the Minister 
of Health, and conveyed to him the very strong views held 
by the profession on this important issue. In recent corre- 
spondence, however, the Minister has stated his view that 
this very difficult matter must be thrashed out in the 
General Whitley Council. 

During the course of these protracted negotiations the 
Council has given further consideration to the possible 
implications of the resolutions adopted by the Representa- 
tive Body and has examined the attitudes towards arbitration 
of the three sections of the profession represented by the 
Constituent Committees of the Medical Whitley Council. 
These may be briefly summarized as follows: 


General Practitioners 


General practitioners, though represented on the Medical 
Whitley Council and the General Council, have never conducted 
their negotiations through Whitley machinery. Following the 
pattern adopted in the days of National Health Insurance, general 
practitioners have continued to negotiate directly with the 
Ministry of Health, and through the Danckwerts Adjudication 
secured a settlement which is generally believed to be more favour- 
able than any which might have been obtained through Whitley 
procedure. 

There is no disposition upon the part of general practitioners to 
modify this method. 


Hospital Medical Staffs 

Hospital medical staffs were advised to enter into permanent 
contracts based upon the Terms and Conditions of Service on the 
strength of the following assurances given by the Permanent Sec- 
retary of the Ministry in 1949: 

_ (a) That no changes would be made in the Terms and Condi- 
tions of Service without discussions in the appropriate part of 
the Whitley machinery. 

(b) That remuneration was regarded as a subject suitable for 
arbitration. 

(c) That, save in exceptional circumstances and after the 
conciliation machinery of Whitley had been exhausted, issues 
of remuneration remaining in dispute would go either to arbitra- 
tion or for inquiry and report by a Committee. 

The Staff Side of Committee “B* of the Medical Whitley 
Council has been granted arbitration on a number of occasions 
and was offered a Committee of Inquiry during the recent dispute 
on consultant remuneration. It would be wrong to say that it is 
entirely satisfied with the way in which negotiations are con- 
ducted in the Whitley Council, but it does not feel that the 
unilateral light to arbitration would necessarily strengthen its 
position. 

Public Health Service Medical Officers 

In this field it is felt that there might be a possible advantage 
in attempting to secure the unilateral right of arbitration, though 
so far there has been no difficulty in securing arbitration by 
agreement. 

After careful consideration of the whole position the 
Council is of the opinion that the profession would be well 
advised to rely, for the present, on ad hoc arbitration 
arrangements when disputes occur. 


PUBLIC HEALTH 
Remuneration in the Public Health Service 
(Continuation of para. 87 of Annual Report) 


233. The case for a review of the remuneration of all 
grades of medical officers in the Public Health Service was 
heard in the Industrial Court on March 29 and 30. The 
Award of the Court is now awaited. 


Aberdeen Corporation Order 
(Continuation of para. 100 of Annual Report) 


234. The Council has been informed that the Aberdeen 
Corporation does not intend to proceed with Clause 25 of the 
draft provisional Aberdeen Corporation Order, against which 
the Association had petitioned on the ground that the medical 
officer of health would be precluded from exercising the right 
conferred by the Local Government (Scotland) Act, 1947, 
of appointing his own deputy. The Council has therefore 
withdrawn the Association's Petition. 


FINANCE 


235. The Balance Sheet and Income and Expenditure 
Account for the year 1954, as audited by Messrs. Price, 
Waterhouse and Co., appear as an Appendix to this Report 
(Appendix X1). 

SCIENCE 


Association Prizes and Scholarships 
(Continuation of para. 145 of Annual Report) 


Middlemore Prize 

236. “ Allergy in Relation to Eye Disease ” was the sub- 
ject set for the 1955 Middlemore Prize Essay Competition. 
(The Middlemore Prize was established in 1880 to be 
awarded for the best essay or work on any subject which 
the Council might select from time to time in any depart- 
ment of ophthalmology.) The Prize for 1955, consisting of 
a certificate and a cheque for £50, has been awarded to 
Norman Ashton, of the Institute of Ophthalmology, London. 


Provisionally Registered Practitioners’ Prize 
A Prize Essay Competition for Provisionally Registered 
Practitioners was introduced by the Council for 1955. The 
subject chosen for the competition was “ A Discussion on 
the Influence of John Hunter on Medicine.” The Prize of a 
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certificate and a cheque for £50 has been awarded to F. W. 
Jones, of Outwood, Wakefield. 

It has been decided to make the Prize Essay Competition 
for Provisionally Registered Practitioners an annual event. 


Medical Students’ Prizes 


The subject chosen for the 1955 Prize Essay Competition 
for Medical Students was “ The Recreational Activities of a 
Medical Student.” The Council has awarded the following 
prizes in this competition: 

£30 and certificate—A. M. Nhonoli (Makerere Medical School, 
Uganda). 

£25 and certificate—I. S. Begg (Edinburgh University). 

£20 and certificate—M. G. Davey (Sydney University). 

£15 and certificate—K. M. Parry (Bristol University). 

£10 and certificate—J. Lutwama (Makerere Medical School). 

£10 and certificate—W. S. Stephen (Bristol University). 

£10 and certificate—Gabrielle M. O’Sullivan (Sydney Univer- 
sity). 

£5 and certificate—S. J. Steele (Middlesex Hospital Medical 
School). 

Occupational Health Prize 


The Council offered an Occupational Health Prize for 
1955, consisting of a certificate and a cheque for the sum 
of £50, for the best essay on any occupational health subject 
submitted by a member of the Association engaged in this 
branch of medical practice. The Council reserved the right 
to make no award if no entry of a sufficiently high standard 
was received. Only four entries were submitted in this 
competition, and the Council decided not to award the prize 
for 1955, as it did not consider that any entry was of 
sufficient merit. 


Association Research Scholarships 


The following research scholarships, tenable for one year 
from October 1, 1955, have been awarded: 

Ernest Hart Memorial Scholarship (£250).—Christopher 
Ounsted, Oxford, for research into the aetiology and outcome 
of behaviour disorders in epileptic children. 

Walter Dixon Memorial Scholarship (£250) (Renewal).—G. W. 
Taylor, London, for research into the aetiology, pathology, and 
treatment of idiopathic lymphoedema. 

Insole Memorial Scholarship (£250)—F. Lanceley, Liverpool, 
for research into the possibility of different strains of organism 
in trichomonad vaginitis. 

Ordinary Research Scholarship (£200).—R. Kilpatrick, Sheffield, 
to study the excretion of adrenaline and noradrenaline in the 
urine following insulin hypoglycaemia in patients with hyper- 
tension and those who have had bilateral sympathectomy for 
hypertension. 

P. J. Lawther, London, for research concerned with the in- 
vestigation of the clinical effects of air pollution. 

Anne G. Mullins, London, to follow up selected cases of 
haemoptysis without obvious cause, with a view to discovering 
an aetiology and prognosis. 

M. W. Reece, Sheffield, for research into post-operative forma- 
tion of a venous thrombosis and pulmonary embolism. 


B.M.A. Lectures 
(Continuation of para. 146 of Annual Report) 
237. Since the preparation of the Council’s Annual Report, 

a further seven B.M.A. Lectures have been arranged, making 
a total of 105 for the session 1954-5. The Council wishes 
to record its thanks to the following, who have kindly con- 
sented to give Lectures during the current session, in addi- 
tion to those named in paragraph 146 of the Annual Report: 

Dr. K. G. Bergin | Mr. Douglas Miller 

Mr. I. Bourdillon | Dr. J. C. Sawle Thomas 


ORGANIZATION 
Affiliation of Ceylon Medical Association to B.M.A. 
238. The Council has received from the Ceylon Medical 
Association, which is a Corporate Branch of the British 
Medical Association, the following resolution: 
This Association resolves that the Ceylon Medical 
Association, incorporated Branch of the British Medical 


Association, should be an independent body affiliated to 
the British Medical Association. , 


The necessary action is being taken under Article 16 to 
terminate the existing arrangement, after which it wil] be 
possible to proceed with consideration of the Proposed 
affiliation. 

MEDICAL BENEVOLENCE 


239. The sum received during 1954 by the Charities Trust 
Fund of the Association for medical charities was £12,838 
which is £149 less than that received during 1953, The 
following statement shows the amounts collected and dis- 
tributed during the twelve months: 


To Subscriptions and Donations collected for: ney 
(a) Distribution at the discretion of B.M.A. Charities Trust 

(b) Royal Medical Benevolent Fund 2931 


(c) Royal Medical Foundation of Epsom Colles i be 


(e) Sir Charles Hastings Fund .. ‘i % 
», Bequests received and allocated to Medical Charities - 2,096 
», Subscriptions and Donations in respect of 1955, paid in advance 289 
£12,838 
1954 
By amounts distributed to: £ £ 
(a) Royal Medical Benevolent Fund : 
Earmarked contributions .. 2,931 
From Charities Trust Fund 1,928 ‘ 
859 
(b) Roval Medical Foundation of Epsom College : 
Earmarked contributions .. ‘i a 891 
From Charities Trust Fund 2,465 
356 
(c) Royal Medical Benevolent Fund Society of 
Ireland: 
Earmarked contributions . . “a a 65 
(d) Sir Charles Hastings and Christine Murrell 
Funds : 
Earmarked contributions .. oa an 96 
From Charities Trust Fund 1,278 
(e) Dain Fund : . 
Earmarked contributions .. 1,887 
From Charities Trust Fund a ‘ca 1,008 
2,895 
Total distribution .. i re 12, 
;, Payments in advance carried forward ana 289 
£12,838 


Other Benevolent Funds 


240. The Council is gratified to learn of the continued 
support given to the Dain Fund and the Sir Charles Hastings 
Fund by members of the profession. The purpose of the 
Sir Charles Hastings Fund is to assist doctors who, through 
no fault of their own, are in financial difficulty of a purely 
temporary nature ; the Dain Fund gives financial assistance 
for educational purposes to the sons and daughters of 
medical practitioners. 

The Council has continued to co-operate with the other 
medical benevolent funds, keeping in close touch with the 
committees of the Royal Medical Benevolent Fund and the 
Royal Medical Foundation of Epsom College. 

The Council is hopeful that members of the Association 
will continue their support and interest in the medical 
benevolent funds. 


Epsom College Centenary Appeal 
241. The Council wishes to draw the attention of all 
members to the Epsom College Centenary Appeal, to which 
it hopes they will give sympathetic consideration. Funds 
are urgently needed to carry on the day-to-day work of the 
College, and the Council has allocated £1,000 to this Appeal 
from the 1955 subscriptions to the Charities Trust Fund. 


SCOTLAND 
(Continuation of para. 181(b) of Annual Report) 
Hospital Medical Staffing 


242. The Central Consultants and Specialists Committee 
(Scotland) at their meeting on March 7 adopted a Com- 
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mentary on Hospital Staffing and the Remuneration of 
Hospital Doctors prepared by their own Medical Estab- 
jishments Subcommittee. This has been forwarded to the 
Central Consultants and Specialists Committee in response 
“to an invitation to comment on the revised report of their 
Medical Staffing Subcommittee (the Strachan Report). 
Reference is made to this commentary in the report of 
the meeting appearing in the Supplement to the B.M.J. of 
March 26, and the following is a summary of its proposals: 


1. For the present system of named salary grades there should 
be substituted a system of numbered scales or grades within 
the total range, from which would be selected by approved pro- 
cedure the one appropriate to each appointment. Individual 
hospital authorities would be free to employ such names as they 
wished for their appointments, the status of which would be 
indicated by the salary grade selected. 

>. There should be an agreed ratio of the appointments to 
which the first three salary scales or grades would apply. 

3. A necessary first step in the working out of this ratio is a 
comprehensive review of the present consultant establishment. 

4, Appointments in the second salary scale or grade should be 
of indefinite tenure—that is, permanent stafl appointments. Those 
in the third should be appointments of limited tenure and renew- 
able where the circumstances of the appointment make this 
desirable. 

5. The full appointments procedure as now applied to con- 
sultant appointments should be applied for all appointments with- 
in the first three salary scales or grades. 

6. The assumption that it is necessary in the interests of the 
Service to have whole-time appointments of the present restrictive 
character should be examined. 

E. A. GREGG, 
Chairman of Council. 


APPENDIX VII 


REPORT OF THE SUBCOMMITTEE ON 
ASSISTANTS IN GENERAL PRACTICE 


Preliminary 

1. The Subcommittee was appointed by the General Medi- 
cal Services Committee at its meeting on December 16, 1954, 
with the following terms of reference and personnel : 

Reference: To investigate the matter of the employment of 
assistants. and to make recommendations. 

Personnel: A. Beauchamp, A. Brown, B. Cardew, T. J. 
Hargest, J. A. Pridham, F. M. Rose, C. M. Scott, C. J. Swanson, 
S. Wand. together with the Chairman of the Committee, ex officio. 


Subsequently, but prior to its first meeting, S. Wand with- 
drew from the Subcommittee. 


Meetings 
2. The Subcommittee has met on two occasions—January 
ll and February 2, 1955, 


Chairman 


3. B. Cardew was appointed Chairman of the Subcom- 
mittee. 


The Problem and its General Background 


4. The Subcommittee at its first meeting considered a 
factual statement of the various attempts which had already 
been made to find a solution to the problem. The Assistants 
and Young Practitioners Subcommittee first considered the 
Subject and submitted its original recommendations to the 
G.M.S. Committee in January, 1953, and the protracted 
nature of the discussions, and the widely divergent views 
expressed. make it clear that no solution on the lines pre- 
viously considered is likely to find acceptance. The Sub- 
committee is equally clear, however, that some solution must 
be found if only to promote a happier understanding of the 
problems of principals and assistants alike. 


Size of the Problem 


5. Although it has not been possible to obtain a complete 
picture of the size of the problem, a good deal of informa- 
tion can be extracted from the Ministry of Health’s Report 
for 1953. The figures in this Report show that the problem 
is probably not as extensive as had been imagined and that, 
if anything, it is tending to diminish. There were, in July, 
1953, 1,596 assistants in England and Wales, of whom 724 
were employed by partnerships and 872 by doctors in single- 
handed practice. Whilst the Ministry’s report does not divide 
the number of partnerships employing assistants into cate- 
gories by size of list, this data is available for single-handed 
practitioners, and the figures as at July 1, 1953, are set out 
below : 


Size of Doctor’s Lists Assistants Employed 


3,601 and over... 540 

872 


In July, 1952, the corresponding figures were : 


Size of Doctor's Lists Assistants Employed 


3,601 and over... 720 

981 


6. Thus there has been a fall of 109 in the number of assis- 
tants employed by single-handed practitioners during a rela- 
tively short period—a period, moreover, where the full effect 
of the Working Party's proposals might not be apparent. 

7. The Subcommittee has also noted that out of a total 
of 872 single-handed practitioners employing assistants only 
238 have lists of 4,700 and over. 


Possible Solutions 


8. Recent attempts to reconcile the opposing viewpoints on 
this subject have been confined to a consideration of the size 
of the additional list of patients which a principal may have 
by virtue of employing an assistant. In the Subcommittee’s 
view, the size of the list itself is but incidental to the real 
issues involved. The major question of principle is whether 
exception can properly be taken to one doctor employing 
another in circumstances which make it possible for him to 
derive financial advantage from so doing. 

9. Those who oppose the present regulations claim that 
they inevitably lead to exploitation of assistants, whilst 
others, who see no justification in seeking any change in the 
existing allocation scheme, maintain that very little financial 
incentive exists for a principal to employ an assistant even 
when the full extra list of 2,000 patients has been attained. 

10. The Subcommittee believes that both points of view 
are inconclusive, for a principal would be unlikely to con- 
sider the employment of an assistant unless there were good 
grounds for believing that the venture would be to his 
advantage in one way or another, and it does not necessarily 
follow that an assistant is exploited just because his principal 
derives some financial benefit from the arrangement. 

11. Exploitation is much more likely to occur when the 
assistant is obliged to undertake more than a fair share of 
the practice work or is not paid a salary commensurate 
with the work he is asked to undertake. No reduction in 
the extra list could remedy cases of this nature. 

12. On the general issue the Subcommittee holds the view 
that there is nothing improper or unethical in a principal 
enjoying a monetary reward in respect of the indefinite 
employment of an assistant, provided that the salary and 
allowances paid are commensurate with the responsibility 
and work undertaken and that the assistant has had no 
reason to believe that the appointment offered would lead 
to a partnership. 

13. In the first place, the assistant is usually a man who 
is new to general practice and is learning his job preparatory 
to taking a full part as a principal in the Service, not 
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necessarily in the practice to which he is first appointed as an 
assistant. Secondly, overall responsibility for all the patients 
rests with the principal. Thirdly, to make it economically 
impracticable to employ an assistant would react to the 
disadvantage of the small minority who prefer to remain 
as assistants and still further increase the difficulties which 
young men face on entry into general practice. The Sub- 
committee is convinced that it would be wrong to recom- 
mend any step which might limit, the opportunities for 
young men to acquire a probationary period in general 
practice as assistants, and for all these reasons has decided 
that it cannot recommend any change in the figures at 
present laid down in the Allocation Scheme. 

14. Having reached this conclusion the Subcommittee 
decided to consider other possible ways of meeting some 
of the criticisms which have been made, and has examined 
the problem under three separate headings, namely : 

(1) the “* permanent ” assistant ; 

(2) the assistantship “ with a view ”’; 

(3) admission to partnership. 


(1) “ The Assistant who has no wish to become a Principal” 


15. Those who elect to remain assistants in general prac- 
tice throughout their working lives do so of their own free 
will and usually for personal reasons. For such practitioners 
the remedy is clearly in their own hands if they feel that 
they are being unfairly treated. Insistence upon a written 
agreement setting out equitable terms of employment is the 
only possible safeguard, and, in the Subcommittee’s view, 
any attempt to legislate further for this group is imprac- 
ticable and undesirable. 


(2) Assistantship “ With a View” 


16. It is in these circumStances that most complaints of 
unfair treatment arise. The principal who advertises suc- 
cessive posts “with a view” and then has a series of 
assistants, none of whom are taken into partnership, consti- 
tutes the real core of the problem. Here again, however, the 
Subcommittee holds that a formal agreement in the first 
instance will afford some safeguard to the assistant. 
Although similar advice has already been given elsewhere— 
notably in the Association's Handbook—there is no doubt 
that there is room for greater publicity, particularly among 
final-year students and the newly qualified. To this end 
the Subcommittee is convinced that further efforts should be 
made through the deans of medical schools to see that these 
elementary safeguards are impressed upon the young doctor 
about to start upon his career. It therefore recommends: 

Recommendation: That further efforts should be made, 
through the deans of medical schools and honorary secretaries 
of local medical committees, to ensure that final-year students 
and newly qualified practitioners are fully informed of the im- 
portance of entering into a formal agreement when accepting a 
post as an assistant, cither with or without a view. 


17. It is however clear that even a formal agreement will 
provide no real safeguard against a principal determined 
not to take his assistant into partnership, and the Subcom- 
mittee has therefore examined the present N.H.S. regula- 
tions on the employment of assistants. 

18. At present any principal must secure the consent of 
the executive council or, on appeal, the Medical Practices 
Committee before he cap employ an assistant for more than 
three months, and he is also required to notify the executive 
council of the name of each assistant engaged. In addition, 
the regulations do not debar an executive council, having 
once given consent to the employment of an assistant, from 
subsequently withdrawing that consent, and it is known that 
at least one executive council regularly reviews the position 
of principals to whom consent has been given on first appli- 
cation. Thus, although at present the executive council may 
not be aware whether an assistant is taken on “with a 
view,” it will know of those cases in which a series of assis- 
tants have been engaged and where a partnership might 
reasonably have been expected to follow. In this way fla- 


grant disregard of the principle of fair treatment could be an 


influencing factor when the executive council js decidi 

whether to renew its consent, and it would be appropriate 
for the local medical committee to take an active Part j 
advising the executive council of those instances where it 
would be appropriate for them to intervene. ' 

19. Apart from any question of an executive council's 
power to review the consent already given to employ an 
assistant, it is quite clear from Section 13(3) of Part IV of 
the General Medical Services Regulations, 1954, that a 
practitioner who has obtained consent to the employment 
of an assistant has no automatic right to increase his list 
up to the full maximum of 2,000 patients. This section of 
the regulations reads as follows : 

Where a practitioner or partnership of practitioners employs 
one or more permanent assistants, the number of persons for 
whose treatment the practitioner or practitioners may be respon. 
sible may, and, if the Minister so directs, shall, be increased tg 
an extent allowed by the scheme, not exceeding 2,000 in respect 
of each assistant. 


Thus, apart from withholding consent to employ an assis. 
tant, executive councils already have discretion to decide 
what additional number of patients a practitioner may have 
by virtue of the employment of an assistant. 

20. A combination of these methods, whereby the assistant 
is from the start in no doubt as to whether or not he has 
a “view” and the executive council (advised by the jocal 
medical committee) is left in no doubt as to its powers 
either to review regularly the permission already given to 
employ an assistant or to modify the size of the additional 
list permitted, would, in the Subcommittee’s opinion, pro- 
vide all the safeguards which can reasonably be expected, 

21. The Subcommittee therefore recommends : 


Recommendation: That the Ministry of Health should be 
asked : 


(i) to insert an additional section in paragraph 8 of the Terms 
of Service of General Practitioners so as to make it clear that 
local executive councils shall, in consultation with local medical 
committees, periodically review all cases in which consent has 
been given to the employment of an assistant ; 

(ii) by means of a circular letter to executive councils to 
point out that, whereas under the regulations the normal maxi- 
mum additional list of patients permitted by virtue of the em- 
ployment of an assistant is 2,000, local executive councils have 
power where, after consultation with local medical committees, 
they are satisfied that a reasonable case exists for so doing, 
either after due notice to withdraw their original consent to the 
employment of an assistant or modify the number of additional 
patients otherwise permitted under their allocation schemes. 
Recommendation: That an appropriate letter be sent to Jocal 

medical committees drawing their attention to the proposed 
arrangements, and offering general guidance upon the principles 
they should adopt when advising their local executive councils 
that in a particular instance it would be appropriate to withdraw 
the consent aiready given to the employment of an assistant, or 
to modify the size of list. 


22. At present a principal who is refused consent to 
employ an assistant has a right of appeal to the Medical 
Practices Committee, The Subcommittee recommends that 
this right should continue and be extended to include those 
cases where, on review, the executive council has decided 
either to withdraw its consent or to modify the permitted 
number of additional patients. 

23. The Subcommittee believes that there is one aspect of 
the first recommendation set out in Paragraph 21 above 
upon which the parent Committee would wish to have 
further guidance—namely, the interpretation to be placed 
upon the words “ periodically review.” After considerable 
thought the Subcommittee suggests that a period of two 
years would be both appropriate and reasonable. 


(3) Admission to Partnership 


24. The Subcommittee believes that there is another 
important factor which deters a principal from taking his 
assistant into partnership. Even where the principal is satis- 
fied that the assistant is in all respects ready for partnership, 
and that there are good grounds for believing that the 
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_ 
partnership will eventually be satisfactory from both the 

rofessional and the financial points of view, the fear of a 
considerable drop in income over the first few years is a 
serious deterrent to the principal. 

45. The obvious solution would be the adoption of an 
rlier suggestion by the G.M.S, Committee that a general 
practitioner taking another into partnership should there- 
upon be entitled to at least some part of the compensation 
moneys due to him. Unfortunately, both the Government 
and the Cohen Committee have failed to support this pro- 

| and the Subcommittee has therefore looked for other 
methods which could be carried into practice without undue 
difficulty at the present time. 

26. One suggestion which it considers would give some 
definite incentive and, at the same time, mitigate to some 
extent any financial hardship on the part of the principal 
would be to evolve a system whereby a principal, on imple- 
menting a “ view” offered to an assistant, would have the 
right to claim payment.on the basis of notional lists retro- 
spectively to the date that the assistant was first engaged 
as “with a view to partnership.” Clearly, some overall time 
jimit would be necessary and a method of establishing a 
claim for retrospective payment evolved. So far as the 
former question is concerned, the Subcommittee suggests a 
period of one year. To establish a right to payment it pro- 
poses that the principal, upon taking an assistant, should, 
possibly by making a declaration on the form used for 
notifying the executive council of the appointment, register 
the “assistant’s view * with the council. Retrospective pay- 
ment to the principal on the basis of notional lists would 
then start to accrue for up to a maximum period of one year 
from the date upon which the view was first registered. It 
would be paid only in respect of the individual assistant 
registered as “with a view” and who was subsequently 
taken into partnership. 

27. The Subcommittee wishes to make it clear that there 
would be no compulsion upon the principal to register any 
assistant at any particular time. The sole purpose of 
optional registration would be to qualify for the additional 
payment and no right would arise until the assistant was so 
registered. 

28. The adoption of this proposal would require a revision 


ear 


- of the distribution scheme and so necessitate amending regu- 


lations, but the Subcommittee is convinced that it would 
provide a real incentive to partnership practice. The Sub- 
committee therefore recommends : 

Recommendation: That a principal implementing a “ view ” 
registered with the executive council should have the right to 
claim retrospective payment on the basis of notional lists for a 
period up to a maximum of once year. 


Summary of Recommendations 

That further efforts should be made, through the 
deans of medical schools and through honorary secretaries 
of local medical committees, to ensure that final-year students 
and newly qualified practitioners are fully informed of the 
importance of entering into a formal agreement when accept- 
ing a post as an assistant, either with or without a view. 

That the Ministry of Health should be asked : 

(i) to insert an additional section in paragraph 8 of the Terms 
of Service of General Practitioners so as to make it clear that 
local executive councils shall, in consultation with local medical 
committees, periodically review all cases in which consent has 
been given to the employment of an assistant ; 

(ii) by means of a circular letter to executive councils to point 
out that. whereas under the regulations the normal maximum addi- 
tional list of patients permitted by virtue of the employment of 
an assistant is 2,000, local executive councils have power where, 
after consultation with jocal medical committees, they are satisfied 
that a reasonable case exists for so doing, either after due notice 
to withdraw their original consent to the employment of an 
assistant or modify the number of additional patients otherwise 
Permitted under their allocation schemes. 

That an appropriate letter be sent to local medical 
committees drawing their attention to the proposed arrange- 
ments. and offering general guidance upon the principles they 
Should adopt when advising their local executive councils 


that in a particular instance it would be appropriate to with- 
draw the consent already given to the employment of an 
assistant, or to modify the size of list. z 

That a principal implementing a “view” registered 
with the executive council should have the right to claim 
retrospective payment on the basis of notional lists for a 
period up to a maximum of one year. 


APPENDIX VIII 


REVISED REPORT OF SPECIAL SUBCOMMITTEE 
ON HOSPITAL MEDICAL STAFFING 


INTRODUCTION 

1. The Subcommittee was appointed by the Central Con- 
sultants and Specialists Committee in June, 1953, to inquire 
into the causes of the shortage of hospital (junior) medical 
staff, and to make recommendations for dealing with the 
problem. Professor Strachan was elected chairman of the 
Subcommittee. 

2. At the time of its appointment the Ministry of Health 
had approached the Joint Consultants Committee for its © 
advice upon this subject, and the Joint Committee—rather 
than appoint another subcommittee to study the problem— 
decided to await the deliberations of this Subcommittee. 
The Joint Committee accordingly made available to the 
Subcommittee a considerable amount of statistical and other 
information bearing on the subject, which had been fur- 
nished by the Ministry, and this has greatly facilitated the 
work of the Subcommittee. 


REPORT 
Size of the Problem 


3. There is no doubt that the difficulty of recruiting junior 
medical staff to hospitals is one which has steadily increased 
since the beginning of the National Health Service. It was 
first noticed in connexion with house officer appointments, 
more particularly those in relatively isolated hospitals, and 
for a time was held in check by advancing the salary (as 
provided for under the Terms of Service) or by upgrading 
posts to $.H.O. This device no longer provides the solu- 
tion. More recently the difficulty of recruitment has spread 
to registrars, and even to senior registrars. The staffing 
shortage has now become widespread and urgent. 

4. The Subcommittee had before it the following inform- 
ation regarding the actual shortage : 

Establishment 


(December, 1952) Posts Filled Shortage 
House officers 3,104 2.775 329 
Registrars (May, 1953) .. 2.388 1,986 402 
7.146 6,309 837 


5. This shortage of 837 did not of itself, however, give 
a real indication of the seriousness of the problem. Of the 
3,100 house officer posts, 2,110 were approved by the licens- 
ing bodies for the pre-registration year, but the number of 
medical students qualifying in England and Wales each 
year was only approximately 1,800. The surplus from Scot- 
land and Ireland was not likely to do more than meet the 
deficiency of 300 in approved posts. This meant that some 
1,000 house officer and 1,650 senior house officer posts must 
be filled by fully registered practitioners. 

6. It was also significant that a substantial number of un- 
filled vacancies were in the registrar grade. In 1950, when 
the Ministry first announced its intention to reduce the senior 
registrar and registrar establishments in order to relate them 
to the number of consultant vacancies, there were upwards 
of 1,400 in each of these two grades. The number of 
senior registrars has since been reduced to approximately 
1,000, but in the same period the number of registrars has 
grown to nearly 2,000 and is still some 400 short of the 
number needed by the hospitals. This suggests that the 
problem is one which affects the whole of the medical 
staffing structure below the consultant, and not merely the 
lowest ranges. 
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Reasons for the Shortage 


7. The causes of the shortage are complex, and to some 
extent interrelated, and it is necessary to appreciate them 
before seeking a remedy. 


Increased Demand 


8. Underlying the whole problem is the fact that in recent 
years the demand for medical staff in hospitals has increased 
enormously. This is due primarily to progress in medicine 
itself, but the demand has been intensified by the develop- 
ment of the services provided by many peripheral hospitals 
since the introduction of the National Health Service. This 
increased demand is not only for house officers, but also 
for more experienced practitioners. 


Staffing Structure 


9. With the inception of the National Health Service the 
system traditional in the teaching and ex-voluntary hospitals 
of making all posts below the consultant (or S.H.M.O.) 
short-term appointments was adopted also in the ex- 
municipal hospitals. Moreover, this system has been applied 
much more rigidly than hitherto even in the teaching and 
voluntary hospitals. Inevitably this makes a heavy demand 
on medical man-power which must be related to career 
prospects in the hospital service and in other forms of 
medical practice. One of the major questions with which the 
Subcommittee has been faced is whether the increased 
demand for hospital medical staff can continue to be met 
adequately by comparatively short-term appointments (which 
may not offer the prospect of a permanent career). 


Relative Prospects in Teaching and Non-Teaching Hospitals 


10. The figures supplied by the Ministry support the 
general impression that the shortage of medical staff is far 
greater in the non-teaching hospitals than in the teaching 
hospitals. There is in fact a definite falling off in recruit- 
ment in the non-teaching hospitals. This is believed to be 
partly due to the impression widely held among young 
practitioners that posts in non-teaching hospitals offer little 
prospect of eventual promotion to consultant rank. This 
problem, and the wider problem of prospects generally, the 
Subcommittee has had to consider. 


Integration with General Practice 


11. Another aspect of the problem is the almost complete 
breakdown of the old custom whereby a practitioner com- 
bined an appointment on the staff of his local hospital with 
a general practice. This has deprived the hospital service 
of a source of medical man-power which it can ill afford 
to lose. 

National Service 


12. An added difficulty is the introduction of national 
' service, which leads to a break in the continuity of hospital 
employment. 


General Comments upon the Problem 
Demand and Distribution 


13. A significant feature of the problem is the fact that 
the number of practitioners qualifying each year is between 
2,000 and 3,000 less than the number of house officer and 
senior house officer posts. These are and, in the opinion of 
the Subcommittee, must remain short-term posts. Any 
attempt to fill the gap by training additional doctors would 
speedily result in gross overcrowding of the profession. The 
problem must therefore be solved in other ways. 

14. In a memorandum on the distribution of hospital junior 
staff the Ministry has drawn attention to the fact that be- 
tween 1949 and 1952 there has been a greater increase in 
junior staff in non-teaching hospitals (taken as a whole) 
than in teaching hospitals. This the Subcommittee feels is 


due in large measure to the development of the non-teaching 
hospitals, which in many cases now participate in the teach- 
ing of graduates and undergraduates, and undertake a variety 


of clinical work previously only carried out in the teach 
hospitals. The Ministry also draws attention to the f. 
that, despite the substantial increase of junior staff ; = 

non-teaching hospitals, the London teaching hospitals (and 
to a lesser degree the provincial teaching hospitals) stil} have 
a relatively higher proportion of junior staff than the non- 
teaching hospitals. The number of junior staff per 1,000 
occupied beds in the teaching hospitals is three and a half 
times as large as in the non-teaching hospitals. Even allow. 
ing for the special needs of the teaching hospitals, a ratio 
of not more than 2:1 would seem to the Subcommittee to 
be more appropriate. The Subcommittee believes that the 
teaching hospitals have a disproportionate share of the 
available man-power. 

15. The Ministry, while emphasizing that it does not con- 
sider that the numbers of junior staff are anywhere excessive 
has suggested that it would be better for the Service as a 
whole that teaching hospitals and some of the better-staffed 
regional hospitals should suffer a slight reduction of staf 
rather than that the less-favoured regional hospitals should 
be allowed to become dangerously short of staff. For this 
reason it has suggested that there should be a 5-10”, reduc- 
tion in the junior staff of the teaching and better-staffed 
regional hospitals. While the Subcommittee sympathizes 
with the underlying motive, it feels that if this proposal 
were carried into effect before the defects in the present 
staffing structure are remedied the probable result would 
be a lowering of the staffing standard in the teaching hospitals 
without any compensating improvement in hospitals else- 
where. Some reduction in the total number of junior posts 
could probably be achieved, and a redistribution of posts as 
between teaching and non-teaching hospitals would un- 
doubtedly assist if recruitment to the non-teaching hospitals 
could be assured. At the present juncture, however, the 
solution of the problem lies in removing the causes for 
the falling off in recruitment, particularly in the non-teaching 
hospitals, in providing inducements for young practitioners 
to continue in hospital employment for a longer period, 
and in utilizing to a far greater extent the part-time services 
of practitioners established in other forms of medical prac- 
tice—for example, general practice or the public health 
service. When this has been done hospital authorities should 
be reminded of the need for economy in the use of medical 
man-power, and instructed to institute a searching review 
of their staffing needs. 


Staffing Pattern, Prospects, and Recruitment 

16. The Subcommittee is convinced by the experience of 
the past few years that the rigidity of the existing staffing 
structure, the apparent lack of equality in promotion 
prospects in different types of hospital, and the growth of 
the hospital service as a separate entity largely closed to 
practitioners in other forms of medical work, underlie most 
of the present difficulties. 

17. In the past it was very much easier for a young practi- 
tioner to move freely from hospital to general practice, 
or vice versa, or to combine the two types of work. More- 
over, a few years’ experience in hospital was regarded as a 
sound basis for other forms of medical work, particularly 
in the case of a young practitioner who aspired to obtain a 
general practice or partnership in a town where there was 
the possibility of a hospital appointment. Nowadays, by 
the pressure of circumstances, the young practitioner feels 
compelled to choose his career at a fairly early stage, with 
consequent repercussions in the hospital service. If he 
intends to make his career in general practice there is no 
apparent advantage in spending time in hospital appoint- 
ments, because the longer he does so the further he falls 
behind his competitors for general practice vacancies who 
have had experience in that sphere. Further, his hospital 
experience offers far less attraction to many a prospective 
principal or partner than it did in the days when it carried 
with it the probability of further hospital work which 
would enhance the value and prestige of the practice. 

18. The break in continuity of hospital employment caused 
by national service also discourages the intending general 
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itioner from devoting more than the minimum time 

to hospital appointments. Remuneration in the Services 

is appreciably higher than that of a house officer or senior 

house officer. Unless he is determined to seek a specialist 

career, and to make certain sacrifices in achieving his ambi- 

tion, a man returning to civilian life at the age of 28 or 29 

(in many cases with family responsibilities) is naturally 

reluctant to accept a substantial reduction in income, espe- 

cially if doing so is unlikely to benefit his ultimate career. 

19. If, on the other hand, a newly qualified practitioner 
intends to make his career in the hospital service he tends, 
if he can, to avoid appointments in non-teaching hospitals, 
and tries to “climb the ladder” within a teaching hospital. 
The recent policy—not universally practicable—of making 
senior registrar posts interchangeable between teaching and 
non-teaching hospitals has done little to alter this tendency, 
since there is a widespread impression that promotion to the 
senior registrar level is unlikely except through the teaching 
hospitals. The Subcommittee feels that there are sufficient 
grounds for this anxiety on the part of young practitioners, 
and this is supported by advertisements which have appeared 
for senior registrars, in which it is stated that preference 
will be given to candidates with experience as registrars in 
teaching hospitals. 

20. In the nature of things it has probably always been 
the case that many of the most suitable candidates for 
consultant rank are those who are chosen for junior appoint- 
-ments’in the teaching hospitals. The impression now, how- 
ever, is that the number of consultant vacancies are so few, 
in comparison with the number of competitors, that the 
candidate from outside the teaching hospital has virtually no 
chance at all. 

21. All these factors have an important bearing on the 
staffing structure. There is at the present time a consultant 
establishment in England and Wales of a little over 6,000. 
or, with S.H.M.O.s (the only other “ career” grade), between 
8.000 and 9,000. This, with provision for expansion within 
the hospital service and opportunities for consultant careers 
outside the National Health Service, provides the opportunity 
for promotion for approximately 200-250 men annually. 
Below this level there are some 7,500 junior medical staff 
the tenure of whose appointments varies between six months 
and four years. 

22. Obviously the consultant establishment must be fixed 
in relation to the need for consultants and not to provide 
prospects for younger men. At the same time there is only 
one source of recruitment, and if the hospitals are to be 
staffed adequately the junior posts must either (a) offer 
reasonable prospects of a career wholly within the hos- 
pital service itself, or in combination with other medical 
work, or (b) be regarded as useful stepping-stones to other 
forms of practice. 

23. Among the chief characteristics of the present staffing 
structure are its lack of security, and the rigidity of the 
training ladder, which takes little or no account of the vary- 
ing time taken by individuals to achieve the necessary 
standard for consultant rank. The recent problems of the 
senior registrar system have probably been exceptional, but 
in the view of the Subcommittee any system is unsound 
under which an aspiring consultant may be discarded merely 
because the opportunity for promotion does not come within 
a limited specified period. This is a particular difficulty in 
the numerically small specialties ; in these it is impossible 
to relate a limited period of training to the irregularly 
occurring consultant vacancies. Consultant vacancies may 
occur, say, two in one year, and none for a year or so: 
consequently there must be a “holding post” to take up 
the differential of production and absorption. In the past 
many suitable candidates have been content to serve in a 
subordinate capacity on their hospital staffs for quite long 
periods awaiting the chance for a vacancy on the honorary 
staff—and in the meantime have performed much of the 
medical work of the hospital. 

24. Coupled with the lack of security is the question 
whether the present demand for medical staff can adequately 
be met by short-term appointments normally held on a 


whole-time basis. The Subcommittee feels strongly that a 
system which includes permanent appointments or appoint- 
ments of indefinite tenure is desirable and -probably essen- 
tial and that a greater use should be made of part-time staff. 


PROPOSALS 
Immediate Remedies 


25. The Subcommittee directed its attention in the first 
place to the possibility of finding some remedies capable 
of immediate application which might go some way towards 
easing the existing difficulties whilst a long-term plan could 
be evolved, discussed, and put into operation. 

26. It considered the possibility of deferring the call up 
of young practitioners for national service until, say, 18 
months or two years from qualification, in order that hos- 
pitals should not be deprived of their services immediately 
upon completion of their first two house appointments. 
After very careful consideration this possibility was dis- 
carded as an immediate remedy for the following reasons: 

(a) The Subcommittee is informed that at the moment 
the needs of the Service Departments are such that a 
general deferment of call up could not be contempiated. 

(b) General deferment of call up would not materially 
alleviate the present shortage of hospital junior staff 
owing to the fact that a high proportion—for example, 
between 45° and 55°%,—of newly qualified practitioner 

have already completed their national service. - 

There is evidence, however, that this state of affairs may 
be modified in the near future (from mid-1957 onwards) 
owing to the increasing number of men qualifying who will 
not have completed their national service. Deferment is 
therefore not ruled out as a means of amplifying house 
officer requirements. 

27. The Subcommittee next considered the criticism that 
it would be impossible to attract young practitioners back 
into the hospital service after national service unless the 
remuneration they could expect approximated to that 
received in H.M. Forces. The suggestion was made that 
ex-Service practitioners should receive a salary higher than 


' that normally attached to the post, but this would involve 


two rates of pay for the same post. The Subcommittee 
discarded this suggestion because it had envisaged that prac- 
titioners returning to the hospital service after military 
service would normally be appointed to posts above the 
house officer grade, and on the scale recommended later in 


this report. 


28. One of the biggest obstacles in the way of inducing 
young practitioners to continue in resident appointments 
after marriage, or, more particularly, attracting practitioners 
back into the hospital service after their period of military 
training, is the inadequate provision of married quarters. 
Except in the mental hospital service very few hospitals 
offer married quarters for junior medical staff. Many prac- 
titioners return from the Services to civilian life as married 
men, often with young children, and in addition to the 
handicap of the expense of maintaining two homes on the 
salary of a junior hospital appointment they are naturally 
reluctant to be separated from their families. 

The provision of married quarters is therefore a matter 
of pressing urgency, and it is doubtful whether hospital 
boards and committees are sufficiently aware of this.. Un- 
fortunately the standard of food and accommodation at 
present provided for resident staff is deplorably low in some 
hospitals and acts as a deterrent rather than an incentive. 
The erection of special accommodation presents obvious 
problems, but in many areas there is suitable existing pro- 
perty which could be adapted for the purpose without much 
difficulty. Moreover, the adoption of the university system 
of “approved” lodgings would probably go some way to 
meet the problem. The Subcommittee welcomes the recent 
circular issued by the Ministry encouraging hospital 
authorities to provide residential accommodation. Nothing 
should be allowed to stand in the way of such measures as 
are necessary in this direction to ensure the adequate staffing 
of hospitals. 
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29. Some of the routine clinical work of hospitals could 
well be done on a part-time basis by married women 
doctors who could spare the time from their domestic duties 
tor regular sessions, and steps should be taken to encourage 
women doctors to come forward to do this work. 


Long-term Solution 


30. The Subcommittee considers that the policy of speci- 
fying a certain category of medical staff for the training 
of consultants, and of fixing hospital establishments wholly 
in relation to prospective consultant vacancies, is wrong, 
and should be abolished. The hospital medical establish- 
ment should depend upon the type and amount of medical 
work (including research and teaching) required to be done 
in the hospital and should be determined in consultation 
between hospital boards and their consultant staffs. At 
the same time it will be necessary to lay down the overall 
ratio between consultants and junior staff in order to secure 
that the balance between them is satisfactory on the one 
hand to secure a sufficient number of men aspiring to 
higher posts, and on the other to ensure that their prospects 
of promotion are reasonable. 

31. Responsibility for the treatment of hospital patients 
must remain in the hands of practitioners of consultant 
status. The first step to be taken, therefore, is to examine 
and review in every hospital the volume of work which 
should be undertaken only by consultants. This having 
been determined, the consultant establishment should then 
be adjusted to accord with the requirements. It seems 
likely that such a review will support the opinion advanced 
for some years by the Joint Committee that redistribution 
of and increase in the consultant establishment is necessary. 
In no circumstances should the consultant establishment be 
such that consultant work is being regularly carried out 
by those who are not consultants. Whereas this principle 
should be everywhere applied, it should not exclude the 
occasional performance by those training or aspiring to be 
consultants of duties normally carried out by consultants, 
and under their general supervision. 

32. In a hospital much of the clinical work is too respon- 
sible for house officers, but often does not require the 
personal services of a consultant, provided it is carried out 
under his responsibility. 

33. The Subcommittee therefore suggests that there is 
still a need for an intermediate grade of hospital officer 
who shall bear responsibilities consistent with the perform- 
ance of much of the regular medical, surgical, and other 
treatment which makes up the work of the hospital, while 
he is preparing for a consultant post. As hitherto these 
officers should be of such standing and experience as to 
be able to exercise supervision over the house officers. 

34. Since 1948 a number of different grades of medical 
staff have in fact constituted such an intermediate grade— 
that is, senior house officers, registrars, senior registrars, 
J.H.M.O.s, and S.H.M.O.s. Some of these have had a special 
position ; for instance, registrars, and senior registrars have 
been regarded more as trainees for consultant rank than as 
intermediate officers appointed to carry out the work of the 
hospital. 

35. It is essential that in the future the partial restora- 
tion of an old principle should be sought: that is, that at 
all levels in the hospital, from house officer to consultant. 
appointment to a post should be for the purpose of carry- 
ing out the work of the hospital at that level. A man 
aspiring to be a consultant should in the course of his 
hospital work achieve the means of training himszlf to be 
a consultant—training, that is, by active experience of the 
work, it being always emphasized that his primary function 
is to carry out the work of the hospital. 

36. The intermediate grade of medical staff should be wide 
and flexible. This grade will be the training ground for all 
those who aspire to consultant rank, and it is envisaged that 
the majority who remain in the hospital service long enough 
to reach the highest levels of this grade will ultimately 
achieve consultant status. In order to achieve this and to 


ensure adequate supervision the ratio between the numbers 


in the consultant and intermediate grades in each speci 
should be agreed between the Ministry and the profess 
In considering this ratio the numbers of universit oe 
should be taken into account. Further, arrangements ne 
be made to ensure that such agreed ratio shall be Put ould 
operation by the Boards. A considerable proportion st 
hospital junior staff will, of course, eventually make thes 
careers in some other field of medicine, but there wit] an 
remain a small number who fail to reach consultant Tank 
yet who prefer hospital practice, and who, because of thei 
training and experience, have a valuable contribution to 
make to the work of the hospital. It is essential that provi- 
sion should be made for this small number of practitioners 
to make a permanent career in the hospital service, 

37. The Subcommittee has had the greatest difficulty in 
finding suitable titles for the posts in the intermediate grade 
It has considered, and discarded, such titles as intermediate 
hospital medical officer, senior medical officer, etc. Inasmuch 
as the medical staff in question will assist consultants in 
their work, the Subcommittee now proposes that they should 
be called junior medical (or surgical) assistant. medical (or 
surgical) assistant, and in the highest salary range senior 
medical (or surgical) assistant. 

In order that the new grade shall meet the requirements 
the Subcommittee suggests that the overall range of salary 
should be from £800 to £2.200, but that this should be 
“broken down” into three broad ranges of £800-£1,009. : 
£1,100-£1,400, and £1,500-£2,200. In the lowest scale 
appointment should be initially for a period of three years, 
with the opportunity of reappointment or renewal. Appoint- 
ments in the middle range should be initially for four years 
and thereafter renewable for an indefinite tenure at £1,400 
per annum. Posts in the highest range should be for an 
indefinite period. Provision should be made to allow of 
periods of leave—up to one year for research or higher 
study at home or abroad without loss of seniority or tenure, 

38. The establishment at all levels should be fixed accord- 
ing to the needs of the hospital. It should clearly be under- 
stood, however, that in no circumstances should the appoint- 
ment of medical (or surgical) assistants or senior medical 
(or surgical) assistants, even in the highest levels of the 
proposed salary range, be regarded as an effective substitute 
for the appointment of consultants. The former should carry 
out his work in association with the consultant, to whom he 
will be in a position of reference at all times. the consultant 
retaining the ultimate responsibility. Such appointments 
should not therefore be made where such supervision is 
impracticable. 

39. Part-time appointments in this grade. and particularly 
in the upper reaches, should be encouraged. Such posts 
would provide general practitioners with an opportunity to 
practise a specialty under general consultant supervision, but 
with an appropriate degree of clinical responsibility. They 
could also be the stepping-stone for the general practitioner 
aspiring eventually to become a consultant. An extension 
of part-time appointments would also enable practitioners 
engaged in other spheres of medical work—for example, 
teaching, research, public health, industrial medicine, or 
private practice—to contribute to the needs of hospital 
staffing. Such contribution the Subcommittee would regard 
as valuable, not only from the point of view of the hospital 
service but in linking the hospital service and general practice 
to the benefit of all concerned, more particularly the patient. 

40. The man who wishes to have further hospital experi- 
ence before entering some other branch of medical practice 
would perhaps remain for three years or so and then take 
his departure, having gained very valuable experience and 
at the same time contributed usefully to the hospital service. 

41. The man who wishes to become a consultant would, 
assuming that he had sufficient to commend him, be able to 
apply for such posts as were advertised at higher levels in 
this grade, and the time he takes to merit consultant status 
would depend largely upon himself. There would be n0 
rigid time scale. For example, having done his house officer 
appointments he could achieve an appointment at £800 a 
year. After two or three years in such an appointment he 
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might apply for a post at £1,100 a year in his own or another 
hospital. During his three years he might have read for and 

uired higher degrees and in various ways built up a 
reputation as. a potential consultant. By this means he 

‘aht well be appointed to a more senior post, which he 

would hold for a year or two, always looking out for a 

consultant vacancy for which he might apply. Thus, the 
introduction of this long grade would not preclude an able 
man from taking such short cuts to consultant appointment 
as the necessary length of training will allow and his talents 
enable him to take. On the other hand, it would provide 
for the practitioner who took rather longer to reach con- 
sultant standard and ensure that he was not “ discarded” 
solely by the passage of time. 
42. It is probable that the teaching hospitals will prefer in 
neral to retain the system of short-term appointments, and 
the Subcommittee sees no reason why this should not be 
done within the staffing structure recommended. Indeed, the 
Subcommittee strongly recommends that posts of junior 
medical (or surgical) assistant or medical (or surgical) 
assistant in teaching hospitals should be limited in tenure 
to four years, and not normally be renewable. This would 
encourage intermediate medical staff at teaching hospitals to 
seek other posts in the intermediate grade in the non-teaching 
hospitals while awaiting promotion. It would also provide 
an opportunity for a greater number of men to hold teaching 
hospital appointments, and in these ways secure that 
aspirants for consultant appointments had the fullest oppor- 
tunity of experience in both teaching and non-teaching hos- 
ital. The number of intermediate posts in teaching hos- 
pitals should also be so limited in number as to ensure that 
the intermediate officers in non-teaching hospitals have a 
reasonable opportunity of competing successfully for con- 
sultant posts. It is envisaged that the posts of senior medical 
(or surgical) assistant, which would be the normal channel 
of promotion to consultant, would not be held at teaching 
hospitals. 

43. All existing S.H.M.O.s should be redistributed between 
the consultant establishment and the new senior medical (vu: 
surgical) assistant establishment, according to their qualifica- 
tions and experience. 

Senior registrars and registrars should be redistributed 
within the various levels of the intermediate grade. 

44. The foregoing proposals are summarized below : 

A. The medical staffing of hospitals should be based 
upon the following five salary grades : 
(i) House officer £425 to £525; 
(ii) Junior medical (or surgical) assistant £800 by 
£100 to £1,000 ; 
(iii) Medical (or surgical) assistant £1,100 by £100 
- to £1,400: 
(iv) Senior medical (or surgical) assistant £1,500 by 
£100 to, £2,200 ; 
(v) Consultant £2,100 to £3,100. 


B. The appointment of medical (or surgical) assistant 
should initially be for a term of four years, and thereafter 
on an indefinite basis, except in teaching hospitals, where 
the appointment should be determined after four years 
and not normally be renewable. 

C. Posts of medical or surgical assistant or senior 
medical (or surgical) assistant, and especially the latter, 
should be whole- or part-time according to the needs of 


the Service and the preference of the officer. 


APPENDIX IX 


REPORT OF THE GERIATRICS JOINT 
SUBCOMMITTEE 


The Committee and the Terms of Reference 
In July, 1953, the Representative Body of the British 
Medical Association adopted the following resolution : 
That this meeting, realizing the pressing need for co-ordina- 
tion of the various authorities caring for the aged, recommends 
the Minister te consider the establishment of geriatric units for 
that purpose, under the guidance of an experienced physician. 


Consideration was given to this resclution by the Con- 
sultants and General Practitioners Liaison Committee. On 
their recommendation a Joint Subcommittee, consisting of 
representatives of the Central Consultants and Specialists. 
General Medical Services, and Public Health Committees 
was appointed with the following terms of reference : 

To give further study to the question of the establishment 
of an integrated service for the treatment and rehabilitation of 
chronic disablement arising from age or illness. 


In carrying out the terms of reference the Subcommittee 
has had constantly before it the views expressed in the 
previous report issued by the Association, and has taken 
into consideration other recent reports on the subject. It 
has concentrated its efforts upon seeking out and pointing 
out those features of the services for the treatment and 
rehabilitation of chronic disablement in the elderly which 
seem to require urgent and close attention and improve- 
ment, and which if put into effect would quickly and sub- 
stantially increase the facilities available for this purpose. 
In concentrating on this approach, it is realized that there 
are other features of the service which may appear to have 
received rather scant attention. This is not to be inter- 
preted as meaning that the Subcommittee disapproves of or 
considers unimportant certain other features which have 
already been dealt with fully in the previous report. 

Members of the Subcommittee —H. D. Chalke, London 
(Chairman); P. C. P. Cloake, Birmingham (resigned, June 
1954); J. Fenton, London; W. G. Harding, London ; 
R. Jones, Ipswich; C. F. R. Killick, Williton, Somerset ; 
K. S. Maurice-Smith, Ely; D. H. Mills, Lympne, Kent ; 
Llywelyn Roberts, Sheffield; A. Talbot Rogers, Bromley ; 
M. Sorsby, London; D. Wilson, Bognor Regis. 

Co-opted Members.—Lord Amulree, London; R. N. 


Curnow, Truro; Trevor H. Howell, London; H. L. Glyn- 


Hughes, London; R. Crosbie Walsh, London. 

Observers—C. A. Boucher, London; E. B. Brooke. 
Southampton. 

During its deliberations the Subcommittee had the benefit 
of the views of representatives of the Medical Society for the 
Care of the Elderly. 

Preamble 
The growing demands of an ageing population and the 


economic position of the country require that measures to’ 


meet the needs of the elderly and infirm must rest firmly 
upon certain broad principles. 

Temporary sickness, permanent disability, and social 
needs are common to all age groups, the needs of the elderly 


differing only in degree. The particular problems of the 


elderly call for special measures when, on account of 
infirmity and not of age, independence has to give way to 
dependence upon others. 

Because of the natural desire to remain at home, national 
economic necessity, and the occasional ill-effects of uproot- 
ing, it should be a basic principle that the care of the 
elderly should be centred on the home and the general 
practitioner. The aim should always be to make any admis- 
sion to hospital a temporary interlude only. To this end, 
adequate domiciliary services of many kinds must be easily 
available, and the general practitioner must be able to com- 
mand immediate support from the hospital and welfare 
services when the need arises. 

Patients requiring admission to hospital should be 
admitted irrespective of age and assessed and treated in a 
general hospital until discharged or found to be in need 
only of long-term nursing care. 

There must be liaison at local level in order to ensure 
effective co-ordination of existing services. In each group 
or area there should be someone to whom general practi- 
tioners can turn and in whose hands rests the responsibility 
for deciding the temporary and permanent disposal of all 
the elderly sick and infirm. 


I, INTRODUCTION 
1. A Joint Subcommittee was set up by the Central Con- 
sultants and Specialists, General Medical Services, and 
Public Health Committees of the Association to consider 
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the establishment of an integrated service for the treatment 
and rehabilitation of chronic disablement arising from age 
or illness. The Subcommittee, whilst fully aware of the 
problems relating to disabled persons of all age groups, 
decided that the urgency occasioned by the increasing mag- 
nitude and complexity of the problem of the aged warranted 
prior consideration of their needs. 

2. This report therefore deals with the elderly only and 


the Committee. suggests that a further report be prepared 


covering the wider problem of the care and treatment of 
disabled persons generally. 

3. In 1947 the Association published a report entitled 
“The Care and Treatment of the Elderly and Infirm.” In 
short, a co-ordinated geriatric service was recommended, 
based on geriatric departments in selected general hospitals. 
A supplement to the Report issued at a later date under 
the title “ The Right Patient in the Right Bed” underlined 
the need for the provision of accommodation under various 
headings so that the old and infirm should not occupy beds 
in a general hospital for extended periods. The value of 
out-patient facilities for elderly patients was stressed as an 
important method of relieving the pressure on hospital beds. 

4. Atan early stage in its deliberations the Subcommittee 
realized that the recommendations of the above-mentioned 
reports were not being implemented as fully as was hoped. 
There is, however, a definite trend towards and awareness 
of the need to achieve “the right patient in the right bed.” 
The sum of hospital, halfway house, and residential accom- 
modation has increased and is increasing, and at the same 
time a certain amount of necessary redistribution of both 
beds and patients has taken place. 

5. In arriving at its recommendations the Subcommittee 
has taken into consideration the replies received in response 
to extensive inquiries of a number of practitioners working 
in the field—general practitioners, consultants, medical 
officers of health, as well as welfare authorities in many 
parts of the country. These show that there are consider- 
able differences in various parts of the country in the extent 


and efficiency of the services available for elderly and 
infirm persons, although there is little co-ordinated statistical 


information on the subject. There is a need for a nation- 
wide survey which would bring to light the various schemes 
in operation, and would help those authorities planning for 
the future to provide an efficient and co-ordinated service. 
6. The approach to the problem that was suggested and 
accepted by the Subcommittee was the urgent need to dao 
more than merely provide institutional accommodation for 
the elderly and infirm. It seemed of prime importance 
that, given adequate hospital services, steps should be taken 
to prevent as many as possible from needing them, and that 
means should be recommended that might delay the need 
for admission in every individual case. The underlying 
principle should be that where admission proves to be 
necessary the stay in hospital should be regarded as a 
transient phase and discharge should be anticipated. 


Need for Early Application of Services 


7. It follows that there is a responsibility resting upon 
all those in touch with the elderly to make known as early 
as possible the need for help, so that the available services 
may be utilized to enable elderly people to remain in their 
own homes. There is no clearly defined statutory obliga- 
tion on any person or body to maintain contact with elderly 
people and make known their needs. Co-ordination between 
the local statutory and voluntary services should clearly be 
in the hands of the medical officer of health and his staff. 
Some of the ways in which this can be achieved are indi- 
cated in the report of the British Medical Association on 
the “General Practitioner and the Health Visitor” (Sub- 
Appendix I). 

Responsibility of Relatives 


8. The Subcommittee has considered the general attitude 
of relatives to their responsibilities for the care of the 
elderly and chronic sick. Although relatives should (and 
in the majority of cases do to the best of their powers) 


accept their responsibilities, yet at the present time this ma 
involve real difficulties, particularly of finance and y 
modation. The prime responsibility for the care ang 
fare of the elderly must, however, be fairly placed upon the 
relatives, who should ensure that the services of statutory 
and voluntary bodies are called in where necessary, 


Public Responsibility 

9. Local authorities should bring to the notice of the. 
public the increasing complexity of the problem of the 
ageing population and should educate them in the part 
must play, at the same time acquainting them with the 
local facilities available. 

10. The Subcommittee has been impressed by an account 
of a scheme carried out in connexion with the physica] 
medicine department of a large provincial hospital, By 
close local liaison with clergy and others a lively interes 
in old people has been stimulated -and has resulted in 
practical co-operation (see Sub-Appendix Il). 


ACCOMMODATION 


11. All community planning should take into accoupt 
the natural desire of the majority of the aged to continye 
to live at home as long as possible and to do so in the 
district in which they have spent most of their lives, 

12. It may well be that one of the easiest and most 
effective ways of achieving these ends is to arrange that 
the redistribution of accommodation in accordance with the 
family’s need should take place earlier than is customary at 
present—that is, when the children have grown up and 
have left the parental home. If the parents (at that time 
by no means old) move into more compact, more easily 
run, and more accessible accommodation then the need for 
special old people’s accommodation would be less. The 
move would take place at a time at which people are still 
reasonably adaptable. It is not suggested that housing 
authorities should have power to remove people in this way, 
but medical officers of health should encourage housing 
authorities and individuals to consider this possibility. 

13. A number of authorities provide special housing 
facilities for elderly people. Much more could be done 
through redistribution and adaptation of existing accom- 
modation while other accommodation is being erected, 
Suitable accommodation should be provided on housing 
estates so that the residents, when they become elderly, may 
have young and active neighbours who can assist them in 
time of need. Alternatively there should be a resident 
warden to give help as required. Where young people wish 
to take elderly parents to live with them housing authorities 
should be sympathetic and allot them suitable accommoda- 
tion. 

14. Accommodation for the elderly may be provided in 
the following ways: (a) Suitable houses, flats, and bunga- 
tows, with necessary adaptations to furniture and fittings, 
for the ambulant able to look after themselves, and with 
the necessary domiciliary services for those able to remain 
at home but needing occasional nursing and/or semi-skilled 
help. (b) Residential accommodation under Part III of 
the National Assistance Act for those in need of care and 
attention which is not otherwise available to them. (0 
Homes for the frail ambulant needing the attention of semi- 
skilled staff and occasional nursing in sick-bay accommo- 
dation. (d) Hospital beds for those requiring frequent 
medical attention and skilled nursing. 


Private Homes 


_ 15. The Subcommittee would encourage the extended 
use of charitable and private homes for elderly people of 
limited private means. To ensure the maintenance of the 
required standard, the procedure for the registration of 
private homes should be reviewed by county and county 
borough councils in order that adequate inspection may 
take place before registration, and that regular visits may 
be made subsequently. Although authorized under Section 
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of the National Assistance Act, 1948, it appears that 
visits after registration are not universally carried out. 

16. There is a group of elderly people able and willing 
to pay something towards maintenance in voluntary or 

‘vate homes, and the possibility of subsidizing such homes 
public funds in order to balance payments made by 
individuals should be explored. A recent survey has shown 
that out of 500 elderly persons on a hospital waiting-list 
(many of whom were in private nursing-homes), 7% later 
had to be admitted to hospital because of financial consider- 
ations. The above suggestion would enable more beds to 
become available and would preverit hospital beds being 
used where not entirely necessary on medical grounds. 


Foster Homes 


17. The frail ambulant (and perhaps some of the 
ambulant) might be accommodated by a scheme of foster- 
ing. There may be families prepared to take into their 
homes a moderately active old person. The difficulties of 
such a scheme are recognized—increasing frailty, the neces- 
sity for careful selection of homes, and the need for sub- 
sequent supervision—but arrangements of this nature are 
already working satisfactorily in certain areas. 


Structural Alterations and Appliances 


18. Whatever form of housing is provided, valuable 
results, both to the individual old person and to those trying 
to solve the general problem, will accrue from efforts to 
make the accommodation more easily manageable by its 
elderly occupant. More attention should be paid by local 
authorities to the need for structural modifications in 
the home, whether in new construction or by adaptation of 
existing accommodation, to meet the requirements of the 

These include the provision of ramps, and sheds 
for housing of invalid chairs, the erection of hand-rails and 
steps, and suitable alterations to lighting, heating, and cook- 
ing systems. 


19. At the present time there is a division of responsi- © 


bility for the supply of appropriate appliances and gadgets, 
and for making alterations to household equipment for the 
elderly. Broadly speaking, alterations to the house, includ- 
ing structural alterations and the provision of hand-rails, 
may be undertaken by the welfare authority. Gadgets 
enabling the elderly with a persistent disability to live more 
easily are usually made in the local hospital workshop, or 
they are provided by the welfare authority. Nursing 
appliances for those sick at home are supplied on loan by 
the local health authority, often by arrangement with the 
British Red Cross Society or with a hospital. There is room 
for simplification and extension of these arrangements. 


Old People’s Clubs 


20. Finally, it is essential to ward off senility and 
incapacity by interesting the aged in their surroundings, and 
to combat loneliness and any tendency towards the hermit 
attitude. The value of old people’s clubs is particularly 
stressed. Apart from being social centres they provide a 
means of enabling those responsible for voluntary and 
statutory services to keep in touch with the elderly. Many 
of these clubs provide ancillary services such as chiropody. 
and arrange transport for those who would otherwise be 
housebound. They also serve as centres for a meals ser- 
vice. If a club is closely linked to an old people’s home 
it enables the ambulant residents to share the facilities and 
to maintain outside interests longer than might otherwise 
be the case. 


Ill. THE PLACE OF THE GENERAL PRACTITIONER 


21. It is important that the services available for elderly 
people should be supplied with the least possible delay to 
those in need of help; early notification is therefore essen- 
tial. The family doctor, having in most cases the closest 
knowledge of the condition, circumstances, and needs of 


authority and other services on which he can call. The 
Subcommittee recommends that local health authorities 
should publish a brochure giving these details. It should 
be in pocket size and should be circulated to every general 
practitioner in the area, as well as to others concerned 
with the care and welfare of the elderly. In addition, the 
general practitioner will find the services of the health 
visitor useful in dealing with the social needs of the patient, 
meeting their needs and bringing the necessary agencies 
into action. \ 
Domiciliary Services: Visiting 

22. Most local health authorities make some provision 
for visiting of the aged infirm, and generally much essential 
assistance is given by voluntary organizations. Whilst the 
health visitor is statutorily the field worker who visits the 
family, including its aged members, there is much scope for 
voluntary effort in the way of friendly visits to lonely old 
people. Voluntary workers should of course be told to 
whom they should turn in case of need—the family doctor, 
the health visitor, clergy, and so on. Where staffing permits 
health visitors do try to make regular visits to the aged 
infirm known to the authority. It is the opinion of the 
Subcommittee that visiting should be left for local arrange- 
ment and agreement, but it is essential to have machinery 
by which all elderly people requiring attention come to be 
visited by some responsible person so that there is no delay 
in notifying the need for and obtaining other services when 
required. Such early visiting is considered by the Sub- 
committee to be of the utmost importance in the prevention 
of the need for admission to or of long stay in hospital. 

23. In some areas, local co-operation is achieved through 
case committees representative of the health and social 
services in the area, including voluntary organizations. This 
provides a means of assessing the requirements of indivi- 
duals and arranging for them to be met. 


Home-nursing and Domestic Help 
Recruitment of Nursing Staff 


24. The inquiries made suggest that although the home 
nursing service would probably be adequate if the establish- 
ment posts were filled, in most areas nursing staffs are 
below strength. Efforts to keep elderly people in their own 
homes will make even greater demands on the home nurs- 
ing service, and establishments should be reviewed in the 
light of the needs of the elderly sick and infirm. It is 
recommended that a greater number of male nurses should 
be recruited to these services. In addition, a proportion 
of both male and female State Enrolled Assistant Nurses 
should be employed for duties within their scope under the 
supervision of State Registered Nurses. 

25. It is reported that some housing committees are un- 
willing to make concessions for nursing staff. This adds 
to the difficulty of procuring and maintaining an adequate 
nursing service. In order to ensure satisfactory recruit- 
ment of male nurses as well as other nurses, they should 
be given priority in the allocation of housing accommoda- 
tion; where necessary, local housing committees should 
consider the purchase of property for renting to nursing 
staffs. 

Linen Supply 

26. Local health authorities are entitled to keep a store 
of linen which district nurses may issue on Joan for the 
use of elderly people. This is an essential service. 


Night Patrol Service 


_ 27. The Subcommittee has considered the possible value 
of a night patrol service in urban areas. Its use would be 
limited and would depend to a large extent on the amount 
of responsibility accepted by families, but there must be a 
number of areas in which there are sufficient old people 
living alone who would benefit from one or more visits 
during the night from a patrolling home help. In these 
areas the establishment of a service of this type appears 


to be warranted. 
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Sitter-up Service 


28. Other elderly people might require a sitter-up for 
the night, although where this service is available the demand 
is not reported to be great. It might well be that if such 
services, where established, were better known to general 
practitioners there would be increased call upon them. The 
best use of night sitters is probably on a temporary basis 
when they can give periods of rest to relatives on one or 
two nights per week or for short holidays. Hospital beds 
might well be saved in this way. Where there are no rela- 
tives available and the requirement is for a permanent night 
sitter the case should be regarded as one for institutional 
accommodation. 

29. Friends and neighbours often undertake this duty and 
they make a valuable contribution to the problem, but it 
is unlikely that an adequate or consistent service will be 
maintained solely on a voluntary basis. It is suggested, 
therefore, that the provision of such a service should at 
any rate be partly the responsibility of the local health 
authority, supplemented by such volunteers as are prepared 
to help. 


Home Help Service 


30. The home help service can be an important factor 
in avoiding admission to hospital, institution, or a home. 
It may play a major part in delaying the onset of senility 
or complete incapacity, by relieving patients of the more 
arduous tasks beyond their capacity, by ensuring that they 
get proper nourishment, and by enabling them to carry 
on in an atmosphere free from the more telling cares of 
running a household. The employment of male home helps 
is an essential part of an efficient home help service. 

31. Figures from the Ministry of Health Annual Reports 
show that whereas the number of whole-time home helps 
has declined somewhat since 1949, there has been a large 
increase in the number of part-time home helps, and con- 
sequently in the number of hours of service available. This 
accounts for the steady annual increase in the number of 
cases attended. Although the home help system appears 
to be operating satisfactorily, it is, as yet, far from adequate 
in many places, and problems of recruitment are variable. 
Periodic half-day meetings at which talks are given by 
officers of the public health department are of value in 
raising the standard of home help efficiency; they may 
also help recruitment. Conditions of service should be 
so adjusted as to ensure adequate recruitment and main- 
tenance of a high standard of service. 


Teaching How to Manage the Home 


32. There may be in some cases scope for one of the 
team, preferably the health visitor, to familiarize old per- 
sons with the easier ways of doing certain things in the 
home, so that with the aid of a few mechanical modifica- 
tions they may become independent once again. This could 
go a long way in overcoming the bleak forebodings that 
must occupy the minds of old people when they realize 
they can no longer manage as they did formerly. 


Meals 


33. One of the great needs for old people living alone 
is a meals service. Clinicians are agreed as to the occur- 
rence of malnutrition; this is hardly surprising when the 
old person has let himself or herself slip into the habit of 
taking the easier course of avoiding food preparation and 
existing very largely upon tea and bread-and-butter. There 
is little doubt that the provision of a well-cooked nourish- 
ing meal daily, or even two or three times a week, would 
improve the state of nutrition and maintain the strength of 
many elderly persons so that they may the longer look after 
themselves. 

“ Meals on Wheels” 


34, A meals-on-wheels service should be organized in all 
areas. At present this can only be accomplished through 


voluntary organizations, who arrange and operate the ser- 


vice, and who receive grants from local authorities under 
the provisions of Section 31 of the National Assistance Act, 
1948. Whilst such arrangements exist in a number of ar 
nevertheless the service can hardly be considered adequate 
even for present needs, and it is seldom that a meal is 
provided every day. The school meals service is available 
in many places, and arrangements for the joint use of this 
service might well be the best way of providing for the 
elderly. Meals might often have to be delivered to jp. 
dividual houses. This could be arranged from a locaj 
centre. In some places a communal meal could be pro- 
vided for ambulant old people in a village hall or other 
accommodation used by old people’s clubs. (This already 
happens in some areas.) 


“Invalid Kitchens” 


35. The “invalid kitchens” service is another means 
whereby adequate meals may be available to those who are 
sick. This service, which is at present restricted to the 
London area, where it is administered by a voluntary 
organization receiving a grant from the county council, 
should be extended. 

36. Attention is drawn to one important aspect of any 
mobile meals service—namely, the value of the regular con- 
tact between the deliverers of the meals and the individual 
old people. The same applies when a home help attends 
and is able to cook for the elderly person. 


IV. PREVENTIVE AND RECUPERATIVE SERVICES 


37. Early recognition and treatment of eye, ear, dental, 
and other defects can do much to stave off the establish- 
ment of severe and irreversible disabilities. Owing to, their 
gradual onset, with consequent adaptation by the patient to 
the defect, elderly patients often present themselves for 
treatment too late. The onset of these defects can be 
detected early in some cases by those who visit the elderly 
in either a voluntary or statutory capacity. If these visitors 
are aware of the possibilities of treatment, it is likely that 
much hardship and disability among elderly people will be 
prevented. The booklet suggested in paragraph 21 should 
be the source of information. 


Ophthalmic Services 


38. There is a high incidence of cataract and glaucoma 
in the aged. This is reflected in the fact that, of the newly 
registered as blind, some 70% are over the age of 70. Over 
80% of those registered as blind from cataract have had no 
treatment and a smaller, although still considerable, per- 
centage of those blind from glaucoma have likewise had 
no treatment. Some method whereby treatment is more 
readily sought by patients or is more readily available 
to them appears to be needed. It is recommended that 
routine examination by an ophthalmologist should be part 
of the services given to elderly patients. It is further recom-~ 
mended that the advice given by the Ministry that blind 
certification should normally be only on the authority of an 
ophthalmologist of consultant status should be implemented 
as fully as possible. Examination by a consultant may 
well lead to more applicants for blind registration taking 
advantage of the facilities available for treatment. 


Holidays and Convalescence 


39. At present local health authorities may grant re- 
cuperative holidays, but not convalescence, to old people 
recovering from an acute illness, but not all do this. 
A “recuperative holiday” is defined as a rest after illness 
when no regular nursing and medical care is required, and 
a charge can be made according to the means of the indi- 
vidual. Convalescence is arranged by a hospital as an 
extension of hospital treatment when the person is in need 
of regular medical and nursing care, and no charge is made. 
In their capacity as welfare authorities, local authorities may 
facilitate the taking of holidays by handicapped persons an¢ 
defray any expenses. The schemes for this are covered by 
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the National Assistance Act and are subject to the approval 
of the Ministry of Health, as outlined in their circular 
32/51. Many Old People’s Welfare Associations (which 
receive grants from local authorities under the provisions 
of the National Assistance Act) have established holiday 
schemes for old people. This practice may well be extended. 


Special Types of Holiday Home 


40. Greater use should be made of the powers which 
local health authorities already Possess in order to cater for 
old people with special disabilities (blindness, diabetes) who 
require a special type of holiday home accommodation. 


Chiropody 


. 41. Many investigators have drawn attention to the in- 
adequacy of the chiropody arrangements for old people. 
Surveys of the housebound elderly in receipt of home help 
have shown that about 10% were in need of chiropody but 
were not receiving it. It has been estimated that foot 
defects play a significant part in the restriction of normal 
activity in about a quarter of the older population. The 
lack of treatment of foot conditions which can be remedied 
or ameliorated by chiropody is in many cases the sole 
reason why old persons are confined to the house. Whilst 
there is danger in over-emphasizing the necessity for 
chiropody at the expense of other essential services, the 
evidence suggests that an extension of this service 
is desirable. The present position is that, whilst the rela- 
tively few local authority schemes in operation before 
July 5, 1948, may continue, they may not be extended, 
neither can new ones be established. Many voluntary 
organizations in receipt of local authority grants are pro- 
viding chiropody for old people (this is particularly valu- 
able when available at an old people’s club), but this only 
partly offsets the lack of adequate provision by hospital and 
local health authorities. The Subcommittee recommends 
that general practitioners should be able to refer their 
patients direct to hospital chiropody clinics. 


Laundry Service 


42. Statutory provision should be made for expenditure 
by local sanitary authorities when necessary on a laundry 
service for soiled linen. Some authorities already provide 
such a service for the incontinent. In a few cases facilities 
at a laundry attached to a hospital group are made available 
for the use of the local sanitary authority. This practice, 
which could usefully be extended, is an example of the 
need to establish the strongest links between the local 
authorities and the hospitals in this matter of caring for 
old people. In some areas a laundry allowance is payable 
(under the National Assistance Act), so that old people make 
their own arrangements for the actual work of laundering 
te be done. 


V. THE PLACE OF THE HOSPITAL 


43. The term “chronic sick” has become misleading. 
Patients requiring hospital care must be admitted to a hos- 
pital where full facilities for assessment and treatment are 
available." They may need to remain there for a short or 
a long period, but whilst active treatment is necessary there 
they should remain. A number of these patients will be 
left with a final disability which may require simple nursing 
care only, in accommodation which must remain under the 
control of the general hospital. 


Hospital Geriatric Units 


44. Hospital units have an important place in the treat- 
ment and rehabilitation of the aged sick, and they have 
carried out pioneer work in this field. The Minister of 
Health has stated recently that in England and Wales there 
are now 59 geriatric units for active treatment. These 
account for 20,500 of the total beds (53,871) normally avail- 
able for the chronic sick. 


45. These units, together with various departments of 
general hospitals, should, as well as providing active treat- 
ment, serve as assessment units to which elderly people 
may be admitted and from which they may be later trans- 
ferred to other appropriate accommodation (e.g., general 
hospital, long-stay hospital, Part III accommodation, or 
home), thus releasing beds for other admissions After a 
short stay some patients wi!l be able to return home and 
receive further help and treatment through the domiciliary 
services. 

46. Close association with the general practitioner, the 
local health and we'fare authorities, and voluntary services 
is imperative. It is recommended that the medical staff 
of the unit should include local general practitioners 
appointed as paid clinical assistants or in some other 
capacity. It is essential that an adequate number of social 
workers should be available to work in association with 
geriatric units. The health visitor is an invaluable member 
of the team, for her activities in connexion with the home 
and the family unit enable her to provide essential informa- 
tion ; if her services are utilized to the full, home visiting 
by hospital almoners (which is not recommended) becomes 
unnecessary. It is reported that in one area a health visitor 
has been seconded for duties in connexion with a geriatric 
unit, the hospital management committee concerned sharing 
her salary. Arrangements such as this make for co-ordination 
and smooth running of the services already in existence. 

47. The physician in charge of the unit should not neces- 
sarily be confined to duties within the unit, but might also 
act as adviser on the medical problems of old age to a 


hospital area—i.e., to a hospital management committee — 


group or groups. 

48. Whilst the extension of special geriatric units is advo- 
cated by many, others favour the treatment of the elderly 
in general wards. There is a place for hospital facilities of 
both types provided that they are closely linked with the 
services concerned with the home and home life. 


Medical Education and Nursing Training 

49. One important aspect of the unit attached to a teaching 
hospital is the part it plays in the training of doctors and 
nurses, and, for this reason, a geriatric unit should be 
attached to every teaching hospital. Although treatment 
of the elderly need not be looked upon as an additional 
specialty, it is advantageous, both for treatment and for teach- 
ing purposes, to assemble a number of patients with similar 
complaints. It is recommended that medical education 
should ensure that all doctors entering practice are aware 
of the importance of active treatment of the elderly; in 


this way a number will become sufficiently interested to . 


devote part of their time to a study of the medical problems 
of elderly people. Similarly, the training of all nursing 
staffs must include reference to the care and treatment of 
elderly people, and arrangements should be made for a few 
months’ duty in this sphere of hospital life. 

50. Facilities for postgraduate training and experience 
should also be made available both for medical practitioners 
and for nurses. 

Admissions to Hospital 

51. Whatever arrangements are made locally for admission 
to hospitals, the procedure should not be a rigid one. If 
there ‘is no vacancy at a hospital in a particular area, the 
use of any available beds in an adjoining area should be 
possible. 

Ancillary Services 

52. An extension of ancillary services (physiotherapy. 
cccupational therapy, and chiropody) will, in the first place. 
entail a certain financial outlay, but experience has already 
shown that, by reducing the length of stay of some patients, 
an eventual economy will result and a higher turnover be 
effected and maintained. 


VI. THE PLACE OF THE WELFARE HOME 
53. There is a continuing need for residential accommoda- 
tion for aged people who are unable any longer to live in 


= 
= 
: 
Act, | 
ireas, 
juate 
al is 
lable 
this 
the 
> in- | 
local 
pro- | 
other 
eady 
) are | 
the | 
itary | 
incil, | 
any | 
dual 
ends 
ntal, 
lish- 
their 
nt to 
for 
1 be | 
Jerly | 
itors | 
that | 
ll be | 
ould 
oma 
ewly 
Over 
d no 
had 
nore | 
able 
that 
part 
lind 
f an 
nted 
may 
king 
re- 
ople | 
this. | 
ness | 
and 
ndi- 
an 
eed 
ade. 
may 
| by 


186 Aprit 23, 1955 


SUPPLEMENTARY REPORT OF COUNCIL SUPPLEMENT to tye 


BRITISH MeDic AL JouRNAL 


their homes. The Subcommittee welcomes the increased 
provision of small welfare homes in recent years, many of 
them so sited and administered that the old people may 
feel that they remain part of the community. Such homes, 
for reasons of staffing alone, can only accommodate reason- 
ably fit old people. There will remain the need for larger 
homes for the infirm who require more care and attention, 
quite apart from the necessity for “intermediate” beds 
in long-stay annexes of hospitals where full nursing facilities 
need not be provided. 
54. To serve the large number of “ borderline ” cases the 
establishment of joint-user institutions to be used together 
by regional hospital boards and welfare authorities is often 
advantageous ; this avoids the unnecessary stress to the old 
people of moving into unfamiliar surroundings, and also 
eases staffing problems. 

55. Even where such joint-user institutions cannot be set 
up—at any rate in the near future—closer linkage between 
the staffs of geriatric units and welfare homes is to be 
encouraged. In a later section we refer to the appointment 
of a consultant for the purpose of co-ordinating the 
services. Similarly, in the field of nursing the joint employ- 
ment of skilled staff should and could be developed. An 
example would be daily visits to welfare homes by a male 
nurse from the geriatric unit to give bladder wash-outs. 

56. Many elderly people are still being cared for by their 
relatives, and some authorities make arrangements for them 
to be admitted to welfare homes or long-stay annexes for 
short periods in order to relieve the relatives. This is a 
commendable practice and should be taken into account 
when planning joint-user institutions or other cstablishments. 
The admission of a patient in these circumstances will often 
prevent a prolonged period in a hospital or welfare home, 
because the relatives will be more willing to continue the 
care of the elderly persons with these occasional breaks 
and the aid of domiciliary services. 


VII. ADMINISTRATION 


57. In the present circumstances the provision of services 
for the elderly and infirm are not and cannot be under one 
authority. Hospitals, local authorities (with all their depart- 
ments and services), and general practitioners are deeply 
concerned, as also are voluntary organizations. 


Liaison 


58. Apart from contact between officers themselves, there 
are plans in some areas to effect liaison between the public 
health medical officers, welfare officers, hospital service, and 
voluntary organizations, either through a joint committee or 
through regular conferences. The practice of appointing the 
medical officer of health as honorary medical adviser to the 

.local old people’s welfare association is most advantageous. 

He, together with a senior health visitor and district nurse, 
should serve on the committee. This is quite a common 
practice, but there should also be consultant and general- 
practitioner representatives. A further link may also be 
effected between voluntary and statutory bodies by arrange- 
ments for the attendance of health visitors at old people's 
clubs, to give advice and talks. 


Liaison Committees 


59. The formation of a liaison committee, representing all 
statutory and voluntary interests, is an essential means of 
achieving the best arrangements. Such a committee can 
correlate existing services; can determine weak points re- 
quiring special attention ; can make united recommendations 
to the constituent bodies; and will, in short, be able to 
consider the whole chronic sick (geriatric or otherwise) prob- 
lem of any given area as a comprehensive whole. 


Local Health and Welfare Services 


60. The operation of the National Assistance Act is, in the 
majority of cases, in the hands of the Welfare Department. 
In a minority the services are administered by the Health 


Department. The social and the medical factors, especially 
prevention, must be considered as one, and the services that 
can be rendered to elderly people by these two departments 
are so closely interlocked that, in the view of the Sub- 
committee, they should be under the same administrative 
head—i.e., the medical officer of health. : 

61. It is clear, however, that the best results will be 
obtained, and the least frustration be experienced on the 
part of all concerned, when the establishment of a closely 
— service is, by gradual development, brought to 
ruition, 


Co-ordination Through a Practitioner Appointed for the 
Purpose 


Need for Correct Allocation of Beds 


62. Much has been said about the need for more hospital 
beds for accommodating the aged sick, but the evidence 
obtained suggests that there is a great deal of unnecessary 
hospital admission owing to the failure of the social services 
to make home conditions satisfactory. Another cause is the 
lack of Part III and “ intermediate * accommodation. Much 
of the Part III accommodation of welfare authorities js 
occupied by aged persons, but, in general, there is far too 
little linkage in the allocation of this accommodation with 
that in general hospitals and long-stay annexes. It is therefore 
advocated that the practitioner who assesses priorities for 
admission to hospital beds for the assessment and treatment 
of the elderly should advise, through the medical officer of 
health, on admission on medical grounds to Part III accom- 
modation. (This, of course, would in no way affect the 
responsibilities of the medical officer of health for com- 
pulsory removal under Section 47 of the National Assistance 
Act, 1948.) 

Joint Appointments 


63. The Subcommittee has taken note of the arrange- 
ments in one county whereby the county council shares the 
services of a consultant with the regional hospital board. 
Difficulty was being experienced locally (as it is in so many 
areas) in classifying patients as “chronic sick” or “ frail 
ambulant,” which decision determines whether they becorre 
the responsibility of the regional hospital board or the 
welfare authority. 

64. The consultant who acts for a board and for a major 
local authority can, without delay, direct the patient to the 
right services, deciding whether or not admission to hospi- 
tal for overhaul or assessment is necessary, and working in 
close conjunction with the general practitioner and the 
medical officer of health in regard to domiciliary services. 
Co-ordination on these lines is needed everywhere. The 
best machinery for achieving it would depend on Iccal 
circumstances. This question as it affects rural areas is 


_discussed in paragraph 90. 


VIII. LEGISLATION 


65. The legislation which concerns older persons, either 
directly or indirectly, has been considered carefully by the 
Subcommittee. It is not recommended that there should 
be any new legislation to deal with the problems of an 
ageing population, but rather that the provisiogs of exist- 
ing Acts should be used to greater advantage. For example, 
greater encouragement should be given to local health 
authorities to submit proposals to the Minister under 
Section 28 of the National Health Service Act, 1946, with 
particular reference to the supply of meals. This would 
be a form of preventive service in that physical deteriora- 
tion would be prevented. 

66. Local authorities under Section 31 of the National 
Assistance Act, 1948, may “ make contributions to the funds 
of any voluntary organization whose activities consist in 
or include the provision of recreation or meals for old 
people.” It is suggested that this section might be extended 
and widened to include direct participation by sanitary 
authorities in these matters, and to embrace activities other 
than meals and recreation. 
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67. Some doubt exists as to the legality of using the Public 
Health Act, 1936 (Section 84), or the Public Health (London) 
Act, 1936 (Section 122), for the setting up of a laundry 
service for old persons in particular need of one—for 
example, the incontinent. A decision should be made on 
this important matter. 

68. Wider use should be made of the Physical Training 
and Recreation Act, 1937, in providing employment and 
holiday schemes for the elderly, and in equipping old 


people’s clubs. 
IX. MENTAL HEALTH 


69. The provision for the aged mentally infirm is a inajor 
problem. At the present time the general practitioner finds 
it extremely difficult to deal with the borderline patient 
who cannot and should not be certified, and who, at the 
same time, is hardly suitable for admission into the welfare 
home of the local authority. Many old persons would not 
need to be certified if suitable accommodation of a simpler 
nature was available. If this could be obtained it would 
enable more patients to benefit from the specialized treat- 
ment available at mental hospitals. 

70. There should be greater differentiation between senile 
dementia and mental sickness, and steps should be taken to 
ensure that the admission of elderly people to mental hos- 
pitals is restricted to those who are mentally sick. Long- 
stay annexes should be attached to general hospitals rather 
than to mental hospitals. 

71. Increased facilities for preventive psychiatry and for 
observation would enable recovery to take place in some 
cases and would thus reduce the number of admissions. The 
preventive approach could be applied in the observation 
wards of geriatric units, which would render considerable 
assistance to mental hospitals, both in this way and by 
facilitating early admissign. Mental confusional cases 
could be sent as acute cases to geriatric units, for in many 
instances all that is required before they are able to return 
home is medical treatment. Senile confusional subjects and 
dements should also be admitted to geriatric units for assess- 
ment. Assessment may show whether the patient is in need 
of active treatment as provided in a mental hospital, or of 
admission to a long-stay annexe, or is able to return home 
or to be admitted to Part III accommodation (some of 
which should be specially adapted and staffed for such 
cases). Those returning home might benefit from super- 
vision by local health authority mental health services, or 
by mobile psychiatric teams. This form of preventive 
= has been introduced in Amsterdam with excellent 
results. 

72. It appears that there is very little system in opera- 
tion for the follow-up of senile patients discharged from 
mental hospitals. It seems desirable that there should be 
someone who should act as mental health visitor to these 
patients after their discharge. In one area, the duly author- 
ized officer undertakes this duty, and this practice might 
well be adopted elsewhere. 

73. Replies to inquiries made by the Subcommittee have 
indicated that additional Part III accommodation is urgently 
Tequired to accommodate correctly many patients at present 
in mental hospitals. 


X. RESEARCH 


74. Medical knowledge about the specific prob'ems of 
senescence is still limited and the infirmities which come 
with old age are imperfectly understood. There is wide 
scope for more research in this field, not only in geriatric 
units and long-stay hospitals but also in general practice. 
This latter is probably the most important, for in general 
practice the onset of symptoms of infirmity due to old age 
can be seen early and studied. Every encouragement should 
be given to research in this field as it is likely to produce 
valuable results. There is a need for the provision of 
adequate facilities for pathological investigation and 
research. 

75. Side by side with research into medical problems 
should be carried out research into the social aspects of 


old age. In all spheres of life medical and social factors 
are closely allied, but there is littke doubt that in the prob- 
lems associated with the elderly these factors have outstand- 
ing importance, 


XI. EMPLOYMENT 


76. It is most important that the termination of the 
employment of an individual should be related to the 
“biological factor” rather than to the “chronological 
factor.” It follows that the policy of automatic retire- 
ment is unrealistic and uneconomic. When an individual 
should cease work cannot be satisfactorily stated in terms 
of years. Although a modification of duties or a transfer 
to lighter work may be necessary it is clear that employ- 
ment encourages the maintenance of the general health. 
The Subcommittee has heard with pleasure the fact that 
certain employing authorities are putting into practice the 
recommendations made by the National Advisory Council 
to the Ministry of Labour in its report on the “ Employ- 
ment of Older Men and Women,” published in October, 
1953. Furthermore, in a recent circular (No. 69/54, Octo- 
ber, 1954) the Minister of Housing and Local Government 
draws attention to this report, and asks to be informed of 
the results of the reviews made by local authorities in the 
light of the report. 

77. There is very little provision for the employment of 
elderly people in special employment schemes. It is believed 
that one of the best means of maintaining the health of 
elderly people is to keep them occupied, either in light 
employment or, when it is necessary to give up work, 
through handicrafts or other occupational and diversional 
activities. . It is therefore suggested that statutory and 
voluntary bodies should be encouraged to provide occupa- 
tional and diversional facilities. The question of transport 


to the centres providing these facilities should also be — 


considered. 


XII, EXAMINATION DURING HEALTH 


78. The question of the routine medical examination of 
older people has been considered. The advantages, of this 
are the early detection, and in many cases the ameliora- 


tion, of disabilities, including eye, ear, dental, or other 


defects, which, if untreated, might make the patient house- 
bound and bedridden prematurely. The general practi- 
tioner has the first responsibility in this matter, but his 
work can be assisted greatly by the health visitor, who, 
with her knowledge of the families in her district, can advise 
the old person to consult the family doctor early ; she can 
also save the practitioner’s time by visiting homes of old 
people on his list and informing him when she considers a 
visit to be advisable. Routine medical examination in 
health is also an essential part of research into the problems 
of ageing. 

79. The establishment of more “ Examination in Health” 
clinics either in local health authority or in hospital premises 
is worthy of careful consideration. The former is prob- 
ably more advantageous, provided chiropody and physio- 
therapy facilities can be made_available and the services 
of an experienced physician are obtained. 


XIII. THE RURAL ASPECT 


80. Although much of this report relates to rural as well 
as other areas, the Subcommittee felt it important to include 
some particular reference to the problem in rural areas. 


Domiciliary Services 


81. In rural areas, too, the domiciliary services must be 
strengthened to ensure that patients are not admitted to 
hospital unnecessarily. As in urban areas, the cost of better 
organized domiciliary services needs to be looked at in the 
light of the diminished strain on the hospital services which 
would result, and the increased Wemands on the local 
authority purse. In view of the special implications in 
rural areas it appears that there may be a case for a central 
grant. 
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Home Help Service 


82. There are special recruitment problems in rural areas 
in respect of the home help and night-sitter services. 
Although it is likely that help of this nature will in many 
cases be carried out in rural areas on a voluntary basis (often 
by friends or neighbours), steps should be taken to ensure 
that an adequate service is available. This may mean that 
modification of the conditions of service will be necessary. 


Ancillary Services 


83. Apart from the general necessity for an extension of 
ancillary services, there is a special problem in rural areas 
which could largely be met by the extension of peripheral 
physiotherapy services to cover those patients who, in the 
opinion of the consultant, could best be treated near their 
own homes. The Subcommittee was much impressed by a 
report of the work done by the department of physical 
medicine of a large provincial hospital. A brief account 
of the work carried out is contained in Sub-Appendix II. 


Admissions to Hospitals 


84. Whereas in urban and industrial areas long-stay hos- 
pitals and general hospitals are often only a mile or two 
apart, in rural areas long-stay hospitals may be at distances 
ranging from 10 to 100 miles, or even more, from a major 
general hospital with full facilities for investigation. 

85. In rural areas, therefore, the Subcommittee suggests 
that where direct admission to a general hospital (or active 
geriatric department, or local or general-practitioner hos- 
pital) is not practicable, admissions to long-stay hospitals 
are best arranged: (a) Direct with the long-stay hospitals 
concerned. (hb) Through the hospital management com- 
mittee bed bureau, or similar organization. (c) Direct 
from a general hospital. 

86. By one or other of these methods telephone calls, 
especially long-distance ones, are reduced to a minimum, 
time is saved, and local knowledge is made available. 
Furthermore, where removal from home surroundings is 
essential for elderly patients with, say, vascular or cerebral 
emergenc es, the shorter the journey to hospital the less 
prejudiced are their chances of survival. 

87. Notwithstanding the above considerations, there 
should be no system which restricts the admission of a 
patient to a particular area. Any such rigidity should be 
capable of modification to permit the use of beds in an 
adjoining area when necessary. 

88. When the more urgent symptoms have subsided, 
arrangements should permit of any of these patients—if 
further investigation is required—being transferred for this 
purpose for, say, seven to fourteen days in a general 
hospital. If the original bed in the long-stay hospital is 


* kept available (but not necessarily empty) the patient can 


be returned to it immediately investigations are completed, 
thereby ensuring that the general hospital bed is not 
“ blocked ” for an indefinite period with a chronic sick case. 


Assessment of Priority 


89. It is obvious that when a long-stay hospital admits 
from an extensive area—for example, a hospital manage- 
ment committee area or areas—the question of priority of 
admission must arise. Cases admitted direct from a general 
hospital have already been investigated and full clinical 
notes are available. These can be passed on via the hos- 
pital almoner when a patient is taken on to a long-stay 
hospital waiting-list. With patients being admitted from 
their own homes, the general practitioner has made a diag- 
nosis, which may or may not be the final one, but in addi- 
tion he is fully cognizant of the social environment of the 
case. 

90. The Subcommittee recommends, therefore, that for 
rural long-stay hospitals the medical officer in charge. of 
the hospital should assess cases for admission. He will be 
in the favourable position of knowing his local colleagues, 
the types of home from which patients will come, and will, 


at the same time, be in frequent touch with his Other 
colleagues on the staff of the general hospita! or hospitals 
in the locality. He will also be fully familiar with the 
resources of his own hospital. His appointment may be 
with a regional hospital board or with the local health 
authority, or a joint one. 

91. The appointment of lay admissions officers js pot 
recommended. Their necessarily different approach to the 
problem of the chronic sick, whether aged or otherwj 
may result in strained feelings between them and the medical 
practitioners. 

Liaison Committees 


92. Present weaknesses are probably due to the fact that 
a number of responsible authorities are involved with the 
care of the elderly and infirm, with a resulting division of 
both responsibility and authority. In rural areas, in par- 
ticular, the establishment of liaison committees, as adyo- 
cated in paragraph 59, is an important step towards a 
satisfactory service. 


XIV. SUMMARY OF RECOMMENDATIONS 


Recommendation 1.—In dealing with the problem of the 
elderiy in its many aspects, the overriding basic principle 
should be—that whenever possible every elderly person shall 
remain in his or her own home as long as possible : and that 
all necessary ancillary services shall to this end be fully 
provided. (Preamble.) 


Recommendation 2.—Suitable accommodation for the 
elderly should be erected either on housing estates or in 
a group with accommodation available for a warden 
(para. 13). 

Recommendation 3.—Registration of private homes 
should be followed up by regular inspection in all cases 
(para. 15). \ 

Recommendation 4.—The possibility of welfare authori- 
ties making full use of private establishments for the care 
of the elderly, and the possibility of boarding-out arrange- 
ments in private houses, should be further explored (paras. 
16, 17). 

Recommendation 5.—Where practicable, greater attention 
should be paid to the making of adaptations to existing 
accommodation to assist the elderly in their own homes— 
for example, by altering the height of kitchen equipment, 
the provision of handrails, etc. (paras. 18, 19). 


Recommendation 6.—Local health authorities should issue 
periodically, for the use of those concerned with the care and 
welfare of elderly people, a brochure (in pocket size) giving 
details of all services available for elderly people in the 
area (para. 21). 

Recommendation 7.—Greater use should be made of the 
health visitor as a member of the domiciliary team (paras. 
21, 46, 78). 

Recommendation 8.—(a) Every possible step should be 
taken to fill the establishment of district nurses, and the 
establishment should be reviewed in the light of the require- 
ments of the elderly sick and infirm (para. 24). (5) In all 
areas it would be helpful for the nursing duties to be so 
arranged as to allow the employment of a proportion of 
State Enrolled Assistant Nurses on duties within their 
accepted scope. Authorities should also be encouraged to 
employ male nurses and male S.E.A.N.s in. greater numbers 
(para. 24). (c) Male nurses, as well as others, should be 
given priority in the allocation of housing accommodation 
(para. 25). 

Recommendation 9.—There should be a_ substantial 
expansion of the home help service, including male staff 
(paras. 30, 31). 

Recommendation 10.—Adequate arrangements should be 
made in all areas to provide meals for elderly people (paras. 
34, 35). 

Recommendation 11.—(a) Routine examination by an 
ophthalmologist should be part of the service given to 
elderly patients (para. 38). (b) The advice given by the 
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Ministry of Health that blind certification should normally 
be only on the authority of an ophthalmologist of con- 
sultant status should be implemented as fully as possible 
(para. 38). 

Recommendation 12.—There should be an extension of 
the chiropody services for elderly people (para. 41). 


Recommendation 13.—Provision should be made in all 
areas for a laundry service for the incontinent (para. 42). 

Recommendation 14,—Geriatric units, where established, 
should be in the care of a consultant, with adequate medical 
staff, including local general practitioners (paras. 46-48). 

Recommendation 15.—(a) Every teaching hospital should 
have a unit concerned with the treatment of elderly people 
(para. 49). (0) Undergraduate medical education and nurs- 
ing training should include instruction in the care and treat- 
ment of the elderly and there should be facilities for post- 
graduate study (paras. 49, 50), 

Recommendation 16.—The rigidity of the admissions 
system which restricts the admission of a patient to a parti- 
cular area should be modified to permit the use of beds 
in an adjoining area when necessary (paras. 51, 87). 


Recommendation 17.—There should be an increase in 
Part III accommodation to meet present and future needs 
(paras. 53, 62, 73). 

Recommendation 18.—{a) There should be greater co- 
ordination of the local health authority and welfare 
authority services for the elderly. This should be effected 
either by amalgamation or by unified administrative control, 
under the medical officer of health (para. 60). (b) (i) A 
practitioner, to whom cases from general practice would be 
referred, should be responsible for the assessment of priori- 
ties for admission of the elderly to hospital beds, and should 
advise through the medical officer of health on admission 
on medical grounds to Part III accommodation. The prac- 
titioner would be appointed jointly by the local authority 
and the regional hospital board (paras. 62-64). (ii) In rural 
areas, assessment of priority for admission to long-stay 
hospitals should be the responsibility of the medical officer 
in charge of the hospital (para. 90). (c) Area liaison com- 
mittees, representing all statutory and voluntary interests, 
should be established throughout the country (paras. 59, 
92). 

Recommendation 19.—There should be increased facili- 
ties for preventive psychiatry, as well as additional observa- 
tion wards and hospital accommodation for the mentally ill 
(paras. 69-71). 

Recommendation 20.—Practitioners should be encouraged 
to undertake research into the medical and social problems 
associated with old age, and should be afforded adequate 
facilities for the purpose (paras. 74, 75). 

Recommendation 2]1.—(a) The present general policy of 
Tetirement on reaching a specific age must be reconsidered 
(para. 76). (b) Special employment schemes should be intro- 
duced for those no longer able to undertake full work 
(para, 77). 


SUB-APPENDIX I: THE GENERAL PRACTITIONER AND 
THE HEALTH VISITOR (B.M.A. REPORT, 1954) 


The need for the closest co-operation between general 
practitioners and health visitors is fully accepted by the 
Association, and in conjunction with the Society of Medical 
Officers of Health detailed consideration has been given to 
the most effective means of securing this co-operation. 

It is appreciated that in many areas reasonably satisfac- 
tory arrangements already exist with resultant benefit to all 
concerned, but it is apparent that in other areas the neces- 
sary degree of co-operation has yet to be attained. 

It is the view of both bodies that harmonious relations 
can be established if good will and interest are shown by 
all concerned and if the following principles are accepted : 

1. Co-operation between geeral practitioners and the medi- 
cal officer of health and his staff regarding the health, care, 
treatment, and aftercare of all patients is essential. 


2. The local health authority has certain statutory obligations 
regarding the health of the community, and the health visitor 
who is employed by the local health authority is under the 
direction of the medical officer of health. This, however, in no 
way prevents the health visitor from working closely with the 
general practitioner and under his guidance in the care of 
individual patients. 

3. Direct consultations should take place between general 
practitioners and health visitors with a view to the exchange 
of information regarding individual patients. : 

4. The general practitioner is primarily responsible for the 
health of the individual and the family, while the health and 
welfare of the family in relation to the community is a respon- 
sibility of the medical officer of health and his staff. The close 
association of all concerned, as members of one team, is of 
= importance if these responsibilities are to be adequately 
ulfilled. 


The Association and the Society realize that to a great 
extent the question of co-operation is a local problem and 
the means by which such co-operation can be obtained are 
for local consideration and arrangement. It is strongly 
recommended that urgent consideration be given to this 
matter in all areas. It is only in this way that the general 
practitioners, medical officers of health, and health visitors 
can work in partnership towards that co-operation which 
will ensure efficient and all-embracing care for the patient, 
whatever his age or state of health. 


APPENDIX TO SUB-APPENDIX I 


The following suggestions of some of the ways by which 
greater co-operation between general practitioners and 
health visitors could be better understood and improved 
may be helpful : 


1. In the first place discussions to this end should take 


place between the medical officer of health of the local 


health authority, together with senior members of his staff, 
and representatives of the B.M.A. Branch or Division and 
the local medical committee. 

This is essential, for the detailed arrangements will vary, 
not only between local health authorities but in different 
parts—that is, rural and urban—of a local health authority. 

Agreement on the principle of co-operation at this level 
should ensure full implementation elsewhere. 

2. Close personal contact and exchange of information 
between individual general practitioners and hea!th visitors 
is essential. In this way both parties will understand and 
appreciate the other’s duties and responsibilities. 

In rural areas where the one individual is home nurse, 
midwife, and health visitor, there is usually that under- 
standing between her and her general-practitioner col- 
leagues. In urban areas, particularly in the large towns 
and cities, and where in most cases the health visitor does 
not act as home nurse or midwife, general practitioners do 
not know personally the health visitors working in the area. 

3. Complaints have been made by general practitioners 
that at times contradictory advice is given to patients by 
health visitors. It is clear that this must be avoided, and 
here close consultation and co-operation between general 
practitioners and health visitors is essential. 

4. In addition to their statutory duties, health visitors are 
available, at the discretion of the medical officer of health, 
for visiting patients when requested by general practitioners. 
Full consultation between the parties will result in efficient 
and economic use of health visitors. 

5. Many general practitioners are unaware of the many 
facilities which can be made available for their patients 
through the ‘local authority health and welfare services. 
Some medical officers of health regularly circulate all 
general practitioners in their area with detailed information, 
and it is strongly recommended that this should be done in 
all areas. It can be of great value to the general practitioner 
to know what assistance can be provided by his local 
authority, The full use of health visitors would tend to 
obviate repeated visits on the part of the general practitioner 
and would facilitate his work by securing rapid assistance 
through the local authority. 
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In all these ways the health visitor can supplement the 
service of the general practitioner, and by working in part- 
nership they can weld together both the clinical and pre- 
ventive aspects of the service, within the existing arrange- 
ments under Parts [II and IV of the National Health 
Service Act. 

6. In certain areas a health visitor has been allocated 
by the medical officer of health to work with a group of 
general practioners. This has proved to be a satisfactory 
arrangement, but its practicability depends on local circum- 
' stances. It is recommended that this arrangement could 
well be extended wherever possible. 


SUB-APPENDIX Il: DEPARTMENT OF PHYSICAL 
MEDICINE, ROYAL HAMPSHIRE COUNTY 
HOSPITAL, WINCHESTER 


As stated in the report (paras, 10 and 83) the Director 
of the Department of Physical Medicine at the Royal 
Hampshire County Hospital has, by close liaison with 
parish priests and others, been able to stimulate an interest 
in old people. This has resulted in practical co-operation. 
Voluntary helpers have amongst other things assisted with 
eleaning, cooking, and gardening, have made adjustments to 
furniture or equipment in the homes of the elderly so that 
they may manage more easily, and have also helped when 
it has been advisable to move bedroom furniture to the 
ground floor, Patients are, of course, admitted to hospital 
where necessary, but with co-operation between the parish 
and the hospital this is often avoided. 

The hospital runs a mobile physical medicine team and 
has three vans which visit village centres on various days 
in the week to give treatment. All patients are seen at the 
main hospital every few weeks so as to make certain that 
the treatment they are receiving is satisfactory and is still 
required. The main department and 10 peripheral centres 
are staffed by 20 physiotherapists. The mobile service was 
set up and the department re-equipped seven years ago. At 
the same time a hot pool was installed at the main hospital. 
It is particularly useful for patients who have been bedfast 
for long periods, and who are able to regain a certain 
amount of movement in the pool. 

In addition, there is at the main hospital a demonstration 
kitchen and bedroom with specia!ly designed furniture and 
equipment for the disabled. This was built because it was 
realized how important it is that elderly people should be 
taught and encouraged to use these special aids before 
having them in their own homes. 
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APPENDIX X 


MEDICAL USE OF HYPNOTISM 


Report of a Subcommittee appointed by the Psychological 
Medicine Group Committee of the British 
Medical Association 


Appointment of Subcommittee 


1. The Subcommittee was appointed in November, 1953, 
by the Psychological Medicine Group Committee of the 
British Medical Association, its terms of reference being as 
follows: 


To consider the uses of hypnotism, its relation to medi- 
cal practice in the present day, the advisability of giving 
encouragement to research into its nature and application, 
and the lines upon which such research might be 
organized. 


2. The Subcommittee consisted of Professor T. Ferguson 
Rodger (chairman), Dr. E. A. Bennet, Professor Alexander 
Kennedy, and Dr. S. Noy Scott (representing the Science 
Committee of the B.M.A.). 


Work of Subcommittee 


3. The Subcommittee held 10 meetings at which evidence, 
both oral and written, was received. 

4. The following questions were put in advance to those 
who were invited to give evidence : 


Is hypnosis a useful method of treatment ? 

What safeguards are indicated in the use of hypnosis ? 
How should hypnosis be taught ? 

Does the medical hypnotist need special qualifications ? 


5. The Subcommittee wishes to record its appreciation of 
the assistance given by those who provided memoranda, or 
other written observations, or who attended meetings to 
give oral evidence—namely, Dr. G. J. Ambrose, Dr. G. E. 
Badman, Sir Russell Brain, Bt., P.R.C.P., Mr. G. H. Buckley, 
F.R.C.S., Dr. G. W. T. H. Fleming, Dr. H. W. Gordon, 
Mr. E. Dudley Grasby, M.R.C.O.G., Dr. A. A. Mason, 
Dr. G. F. Newbold, Dr. S. J. Van Pelt, Mr. E. E. Wookey, 
L.D.S. R.C.S., and Professor O. L. Zangwill. 

6. The Subcommittee is also greatly indebted to Drs. W. R. 
Bion, N. G. Harris, W. Moodie, and E. B. Strauss, who 
attended a meeting of the Subcommittee and assisted in the 
final stages of the formulation of this report. 

7. Members of the Subcommittee have studied much of 
the literature on hypnotism, and Sub-Appendix C gives a 
short list of selected works which provide a general intro- 
duction to the subject and a guide to the literature. 

The Subcommittee has also considered certain recent 
publications by practising hypnotists and has formed the 
opinion that they fail to do justice to the complexity of 
the subject. 

The Subcommittee is firmly of the opinion that publica- 
tions which convey to the layman the impression that 
hypnotism is a panacea cannot be discouraged too strongly. 


Need for a Statement on the Present Status of Hypnotism 


8. Having considered the report of the Committee 
appointed by the Council of the B.M.A. in 1892 “to 
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iqvestigate the nature of the phenomena of hypnotism, its such conditions. As a method of treatment, in the opinion 
of the Subcommittee it has proved its ability to remove 


yalue as a therapeutic agent, and the propriety of using it” 
(Sub-Appendix A), the Subcommittee, while substantially in 
agreement with the views then expressed, considers that the 
results of further study of the subject and the advances in 
and changes of attitude towards psychological treatment in 

eral during the last 60 years justify the formulation of 
an up-to-date statement. This statement will therefore be 
concerned with the nature and uses of hypnotism, its rela- 
tion to medical science and to psychological medicine in 

rticular, the proper attitude of the medical profession 
towards the inevitable popular interest which it creates, its 
lace in the medical curriculum, and the advisability of 
making a fuller knowledge of its phenomena and uses avail- 
able to those training for certain specialties. 

According to the available evidence, hypnotism in one 
form or another was known and used as a means of heal- 
ing, mainly in a religious Setting, by the major ancient 
civilizations. This has remained true through the Christian 
era, and the phenomena of hypnotism have been interpreted 
in accordance with the ideas.of the time and _ locality, 
whether animistic, occultist, religious, physiological, or 
psychological. Its induction and practical control were well 
understood long before the present period in which the 
treatment of mental disorder has become part of the pro- 
vince of medical science. Since the time of its therapeutic 
use by Mesmer hypnotism has been of great importance 
to the growth of modern psychotherapy. Its subsequent 
development as a means of treatment within the frame- 
work of the Hippocratic tradition by Charcot, Bernheim, 
Liébeault, and many others, and the work of serious investi- 
gators of the calibre of Braid, Elliotson, Janet, Forel, Breuer, 
and Freud laid the foundation for present-day ideas of 
unconscious motivation and psychotherapeutic method. 

The remarkable and striking nature of the phenomena 
induced in hypnotism and the fact that no satisfactory 
unifying hypothesis has yet been evolved to account for 
them, and the ease with which they may be induced, has 
led on the one hand to exploitation in the hands of charla- 
tans and on the other to an intense public curiosity which 
scientific inquiry is still unable fully to satisfy. In the past 
hundred years this has given rise to a situation in many 
countries in which it has been felt necessary to hold com- 
missions of inquiry to consider means of regulating the use 
of hypnotism. In some cases these inquiries have led to 
laws being passed, usually to fall into disuse later. The 
committee set up by the Paris Academy of Sciences in 1826 
deliberated for five years and came to conclusions which in 
the opinion of the Subcommittee showed remarkable fore- 
sight and are mainly applicable to-day (see Sub-Appendix B 
for extracts from report), and this also applies to the report 
of the British Medical Association in 1892. It is evident, 
therefore. that hypnotism and the problem of its thera- 
peutic and its improper uses is a subject which achieves 
prominence in cycles in those countries in which there is a 
regard for the advance of medical science and for public 


safety. The passing of the Hypnotism Act of 1952 marks 


such a cycle. It is therefore appropriate that the medical 
profession, some of whose members may have formed only 
— judgments on hypnotism, should make its attitude 
clear. 

9. When hypnotism was first practised in this country 
official medical and scientific bodies expressed scepticism 
and open hostility to those who drew attention to it and 
its clinical applications. This attitude still influences medi- 
cal opinion to a certain extent. It has no doubt been 
intensified, possibly with justification, by the use of hypno- 
tism as a public entertainment and by excessive claims 
made for it by persons with little knowledge of morbid 
psychology who are unaware of the possibilities of other 
methods of treatment and of the limitations of hypnotism. 

The Subcommittee is satisfied after consideration of the 
available evidence that hypnotism is of value and may be 
the treatment of choice in some cases Of so-called psycho- 


somatic disorder and psychoneurosis. It may also be of _ 


value for revealing unrecognized motives and conflicts in 


symptoms and to alter morbid habits of thought and 
behaviour. 

The Subcommittee therefore regards hypnotism as a 
proper subject for inquiry by the tried methods of medi- 
cal research. 

10. The striking nature of some of the immediate effects 
of hypnotism is such that medical men with knowledge 
of the subject may be invited to give information other 
than through the scientific and technical journals. The 
Subcommittee is agreed that the customary refusal of medi- 
cal practitioners to publicize their work should be main- 
tained, and that doctors do disservice to medicine and to 
themselves by making communications upon hypnotism to 
the lay press in a manner inconsistent with medical tradi- 
tion and ethics. At the same time the very proper reti- 
cence of the medical profession towards the subject may 
well have led to uncertainty on the part of the public as 
to the attitude of medical men, and for this reason an 
authoritative statement is offered. 


What is Hypnotism ? 
11. The following definition appears in the Hypnotism 
Act, 1952: 

“ Hypnotism ” includes hypnotism, mesmerism, and any 
similar act or process which produces or is intended to 
produce in any person any form of induced sleep or 
trance in which the Susceptibility of the mind of that 
person to suggestion or direction is increased or intended 
to be increased but does not include hypnotism, 
mesmerism, or any such similar act or process which is, 
self-induced. 


This definition is necessarily concerned with the purpose 
of the Act, which is to regulate the demonstration of 
hypnotic phenomena as a form of public entertainment, 
and the Subcommittee considers that a more comprehen- 
sive statement is desirable. 

12. Although a great deal of information is now available 
about the manifestations of hypnotism and- the physiologi- 
cal changes which accompany them, an exact definition 
is impracticable. The hypnotic state may, however, be 
described as follows : 


A temporary condition of altered attention in the sub- 
ject which may be induced by another person and in which 
a variety of phenomena may appear spontaneously or in 
response to verbal or other stimuli. These phenomena 
include alterations in consciousness and memory, increased 
susceptibility to suggestion, and the production in the sub- 
ject of responses and ideas unfamiliar to him in his usual 
state of mind. Further, phenomena such as anaesthesia, 
paralysis and rigidity of muscles, and vasomotor changes 
can be produced and removed in the hypnotic state. 


13. There is a wide range of hypnotic manifestations 
which are by no means confined to the so-called trance. 

If all types of phenomena are taken into account it may 
be stated that the majority of people can be hypnotized 
but in only a minority is it possible to induce a deep trance 
in a single session. 


Importance to Psychiatry and General Medicine 


14. While, as has been stated (paragraph 9), hypnotism is 
of value in the treatment of so-called psychosomatic dis- 
order and psychoneurosis some enthusiastic supporters of 
this form of treatment fail to enumerate the contraindica- 
tions, and give the impression that it constitutes an approach 
which should replace all other forms of psychiatric treat- 
ment. In the opinion of the Subcommittee this view is 
mistaken. Like other remedies hypnotism has its indica- 
tions and contraindications, and considerable knowledge and 
expert judgment are required to decide when hypnotism is 
likely to help the patient, and whether it should be used by 
itself or as a complement to other methods of psychotherapy. 
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For these reasons the Subcommittee is of the opinion 
that hypnotism should not be regarded as a specialty inde- 
pendent of psychological medicine. 

15. In addition to the treatment of psychiatric disabilities, 
there is a place for hypnotism in the production of anaes- 
thesia or analgesia for surgical and ‘dental operations, and 
in suitable subjects it is an effective method of relieving 
pain in childbirth without altering the normal course of 
labour. It has been claimed that the shock of operative 
procedures can be mitigated when these are carried out 
under deep hypnosis, but further research is desirable. The 
amount of work necessary to prepare a patient to undergo 
surgical operation under hypnotism limits its usefulness. 


Dangers of Hypnotism—Ethical Aspects 


16. The dangers of hypnotism have been exaggerated in 
some quarters. The Subcommittee is convinced, however, 
that they do exist, especially when it is used without proper 
consideration on persons predisposed, constitutionally or by 
the effects of disease, to severe psychoneurotic reactions or 
antisocial behaviour. The commission of crimes involving 
even danger to life is not entirely to be ruled out. 

17. Hypnotism may involve the rapid or immediate 
development of a relationship between hypnotist and sub- 
ject of the same order and intensity as is produced more 
slowly in the course of psychotherapy. The trained psycho- 
therapist must be aware of this relationship as part of the 
therapeutic process and must recognize its potentiality for 
harm and be able to deal with it, The application of the 
hypnotic technique without such knowledge and experience 
provides no control of the powerful emotions which may 
be released. For this reason the Subcommittee considers 


’ that harm can be done by the application of hypnotism in 


unsuitable subjects, particularly when it is used by persons 
indifferent to the well-being of the subject or ignorant of 
the morbid complications of the hypnotic state. It is recom- 
mended, therefore, that the use of hypnotism in the treatment 
of physical and psychological disorders should be confined 
to persons subscribing to the recognized ethical code which 
governs the relation of doctor and patient. This would not 
preclude its use by a suitably trained psychologist or medi- 
cal auxiliary of whose competence the medical practitioner 
was personally satisfied, and who would carry out, under 
medical direction, the treatment of patients selected by the 
physician. 
Place in Medical Education 


18. It is recommended that a description of hypnotism 
and its therapeutic possibilities, limitations, and dangers 
should be given to medical undergraduates during their 
psychiatric course. 

19. Instruction in the clinical use of hypnotism should be 
given to all medical postgraduates training as specialists in 
psychological medicine and possibly, say, to trainee anaes- 
thetists and obstetricians, so that they will understand its 
indications and practical applications. The Subcommit'ee 
holds that no special “ gift” is required to induce it: there 
are various techniques of equal efficacy. 


Need for Research ° 


20. As its work progressed the Subcommittee became con- 
vinced of the need for further research into hypnotism. 
Medical men have hesitated to take a serious interest in a 
procedure which is so unlike the orthodox methods of medi- 
cal science. Nevertheless, it is thought that since hypnotism 
can achieve good results in certain cases, and since present 
theories as to its nature and mode of action are speculative, 
it constitutes a challenge to medical science. 

21. The Subcommittee wishes to draw attention to the 
fact that, although a very considerable amount of satis- 
factory research work is on record, investigations must 
necessarily continue until the problems of the hypnotic 
state have been solved and the best means of its applica-. 
tion to bodily and mental disorder have been worked out. 


It regards hypnotism as a proper subject for 
inquiry. The main fields which might particularly ep 
the attention of serious medical research workers are though 
to be as follows: . 


(1) Continuation of neurophysiolo“ical and Psychologica] obser 
vations on hypnotism induced umer controlled condition ‘ 
explore its relation to consciousness, attention, the formation ang 
extinction of conditioned 1espohses, the communication between 
different parts of the central nervous mechanism, and conditi 
which favour its easy induction. = 

(2) Controlled observation of its therapeutic effects in functional 
nervous disorders. It is possib!e that the relative simplicity ang 
brevity of hypnotic techniques provide a form of psychological 
treatment the result of which could more easily be subjected to 
statistical analysis. 

(3) The investigation of somatic disorders in the aetiology of 
which psychological factors are thought to play a major part 
Profound and easily measurable changes of physiological function 
can be induced under hypnotism, and thus it offers a means of 
direct observation of psychosomatic relations. 

(4) Since hypnotism very readily produces an intense re'ation. 
ship between patient and doctor it provides a means of Tesearch 
into the general. problem of the patient-doctor relationship, 

Further, because of the relative brevity of treatment With 
hypnotism, such research may contribute to a solution of the 
problem created by the very large number of people requiring 
psychotherapy, and this possibility should be explored in the 
clinical field. 

(5) The investigation of the relation of hypnotism and similar 
states to non-medical methods of treatment, including healing 
through religious agencies. 


22. Since research of this kind requires co-ordination of 
laboratory, clinical, and other studies it might best b= 
organized through university departments and_ research 
foundations, 


SUB-APPENDIX A 


Statement of 1892 by a Committee appointed by the 
Council of the B.M.A. to investigate the nature of the 
phenomena of hypnotism ; its value as a therapeutic agent; 
and the propriety of using it. 


The Committee, having completed such investigation of 

hypnotism as time has permitted, have to report that they 
have satisfied themselves of the genuineness of the hypnotic 
state. No phenomena which have come under their observa- 
tion, however, lend support to the theory of “animal 
magnetism.” 
_ Test experiments which have been carried out by members 
of the Committee have shown that this condition is attended 
by mental and physical phenomena, and that these differ 
widely in different cases. 

Among the mental phenomena are altered consciousness, 
temporary limitation of will power, increased receptivity 
of suggestion from without, sometimes to the extent of pro- 
ducing passing delusions, illusions, and hallucinations, and 
exalted condition of the attention, and post-hypnotic sugges- 
tions. 

Among the physical phenomena are vascular changes (such 
as flushing of the face and altered pulse rate), deepening of 
the respirations, increased frequency of deglutition, slight 
muscular tremors, inability to control suggested movements, 
altered muscular sense, anaesthesia, modified power of 
muscular contraction, catalepsy, and rigidity, often intense. 
It must, however, be understood that all these mental and 
physical phenomena are rarely present in any one case. The 
Committee take this opportunity of pointing out that the 
term hypnotism is somewhat misleading, inasmuch as sleep, 
as ordinarily understood, is not necessarily present. 

The Committee are of opinion that as a therapeutic 
agent hypnotism is frequently effective in relieving pain, 
procuring sleep, and alleviating many functional ailments. 
As to its permanent efficacy in the treatment of drunken- 
ness, the evidence before the Committee is encouraging, 
but not conclusive. 
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gers in the use of hypnotism may arise from want 
of knowledge. carelessness, or intentional abuse, or from the 
too continuous repetition of suggestions in unsuitable cases. 
The Committce are of opinion that when used for thera- 
utic purposes its employment should be confined to quali- 
fied medical men, and that under no circumstances should 
female patients be hypnotized except in the presence of a 
relative or a person of their own Sex. 

In conclusion, the Committee desire to express their strong 
disapprobation of public exhibitions of hypnotic phenomena, 
and hope that some legal restriction will be placed upon 
F. NEEDHAM, 

Chairman. 
T. OUTTERSON Woop, 
Honorary Secretary. 


SUB-APPENDIX B 


Extracts from the report on the experiments in animal 
magnetism made by a committee of the medical section of 
the French Royal Academy of Sciences. 


(This committee was appointed in 1826 and made its report 
at the meetings of June 21 and 28, 1831. An adverse report 
on animal magnetism had been made by the Royal Society 
of Medicine and by the French Academy of Sciences. This 
report was not unanimous, and in the light of later observa- 
tions it was decided to appoint a new committee. This 
was to have had Laennec as its rapporteur, but he was taken 
ill and his place was taken by Husson. A series of experi- 
ments were made under conditions of rigorous control. The 
committee was unanimous in its conclusions, from which the 
following are extracted.) 

“We have related with impartiality that which we have 
observed with distrust... . Far from setting limits to this 
part of physiological science, we hope, on the contrary, 
that a new field has been opened up to it. Considered as 
a cause of certain physiological phenomena, or as a thera- 
peutic method, magnetism should be admitted within the 
sphere of the medical sciences, and, consequently, physicians 
only should practise it, or superintend its use, as in the 
northern countries.” ; 

In presenting its report to the Académie des Sciences, the 
committee said: 

“Indeed. we dare not flatter ourselves with the hope of 
having you participate entirely in our conviction of the 
reality of the phenomena which we have observed, and 
which you have neither seen nor studied along with us. 
We do not demand of you a blind belief of all that we 
have reported. We conceive that a great proportion of 
these facts are of a nature so extraordinary that you will 
not be able to accord them full belief. Perhaps we our- 
selves might have manifested a similar incredulity if our 
places were reversed, and you had come to announce the 
same facts and conclusions to us, and we were in the posi- 
tion of never having seen or had the opportunity of studying 
anything of the same kind.” 


Signed by : 
BourDoIs DE LA Morte (President). 
ITARD. 
GUENEAU DE Mussy. J. J. Leroux. 
GUERSENT. Marc. 
Husson. THILLAYE. 
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British Medical Association 


PROCEEDINGS OF COUNCIL 


A meeting of the Council of the Association, the last before 
the Annual Representative Meeting, was held at Head- 
quarters on April 13, with Dr. E. A. Greoc, Chairman of 
Council, in the chair. 

In view of the fact that the Annual Meeting is not being 
held in this country this ‘year, so that the usual ceremonial 
presentation of prizes cannot take place, the PRESIDENT 
(Sir John McNee), during a break in the Council pro- 
ceedings, presented such of the prizes as had already 
been awarded. The prize-winners were : Professor N. B. 
Capon (Liverpool), the Sir Dawson Williams Prize ; Dr. A. F. 
Rocers (Bristol) and Dr. J. K. Witson (Liverpool), the 
Katherine Bishop Harman Prize: Dr. C. A. H. Watts 
(Ibstock, Leicestershire), the Sir Charles Hastings Clinical 
Prize, and Dr. D. S. McLaren (London), the Charles Oliver 
Hawthorne Clinical Prize. 


Personal 


The deaths of the following former members of Council 
were announced : Dr. C. J. A. Woopsine (Belfast), Surgeon 
Rear Admiral O. D. BRownriecp (Petersfield), and Dr. J. C. 
Pearce (Diss). The Chairman was authorized to send letters 
of condolence to the relatives. 

Dr. A. V. KELYNACK, Assistant Secretary, was heartily wel- 
comed on her return after a lengthy illness. 

The Council tendered its congratulations to the Rt. Hon. 
CuHarctes Hitt, M.P., former Secretary of the Association, 
on his appointment as Postmaster-General. 

It was reported that Professor BRYAN MCFARLAND had 
accepted the Council's invitation to represent the Association 
at the Annual Meeting of the Medical Association of South 
Africa in Pretoria in October. It was also reported that 
Professor ALEXANDER Happow, director of the Chester 
Beatty Research Institute, was taking part in the same meet- 
ing, and the Council nominated him as a second official 
delegate. 

It was stated that Mr. Tupor Tuomas. Immediate Past 
President, would be attending the American Medical Associa- 
tion meeting in Atlantic City next June, and it was resolved 
to ask the American Medical Association to receive him as 
an official delegate. 

It was reported that the Chairman had put forward the 
name of Dr. C. A. H. Watts, Sir Charles Hastings Clinical 
Prizewinner, for a vacancy on the Standing Mental Héalth 
Advisory Committee, the Minister having expressed a wish to 


appoint a general practitioner. 


The Council considered the method of preparing the Asso- 
ciation’s evidence to the Departmental Committee, under the 
chairmanship of the Rt. Hon. Henry Willink, on manpower 
in the medical profession. It was decided to set up a small 
steering committee similar to that appointed to co-ordinate 
the evidence for the Guillebaud Committee. Dr. ANNis 
GILLIE was anxious that the outlook of women students 
should be considered, and Dr. D. F. HUTCHINSON urged the 
claims of the Medical Recruitment Committee to representa- 
tion. The CHAIRMAN, in whose hands the appointment of 
the committee was left, said that these and other points 
would be taken into consideration. 


Public Relations 


Dr. H. G. Dain, as chairman of the Public Relations Com- 
mittee, brought forward a memorandum prepared by the 
committee for use at an appropriate time as the foundation 
of the Association’s case for the continued existence of 
private beds in National Health Service hospitals. After dis- 
cussion the memorandum was approved. 

A report on Press representation at the Annual Representa- 
tive Meeting was also before the Council from the Public 
Relations Committee. The arguments for and against invit- 
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ing the Press were set out, and the view was taken in the 
report that the arguments for admitting the Press OutWeighed 
the arguments on ihe other side. 

Dr. O. C. CaRTER drew attention to one passage jn th 
report in which it was stated that at its present level of 
general public appeal the scientific part of the Annual Meet- 
ing did not deserve much newspaper space. The Association 
was a body of high academic and scientific standing, but 
the impression might arise that it was a kind of trade union 
concerned primarily with questions of remuneration. 

Dr. A. V. RUSSELL said that it was important to increase 
the interest of the scientific side of the Annual Meeting. 
Dr. I. D. Grant said that the Annual Representative Meet- 
ing was, after all, the parliament of the profession. More. 
over, as to the scientific side he thought that at the last 
two Annual Meetings the plenary scientific sessions had 
been of great value and had attracted much Press publicity. 

The report was approved. y 


General Medical Services 


Dr. Tatsor ROGERS, in presenting the report of the 
General Medical Services Committee, said that a detailed 
study had now been made of the report of the Committee 
on General Practice (the Cohen Committee), set up by the 
Central Health Services Council. His Committee had been 
struck by the “somewhat negative” nature of the report. 
Matters of major policy with which the Committee was in 
agreement had already been discussed with the Ministry, 
and other questions would inevitably be raised sooner or 
later in routine meetings. As regards four major issues— 
namely, drugs for private patients, the obstetric list, the 
machinery for filling practice vacancies, and stock orders— 
opportunity had already been taken to press the Association's 
views. 

Dr. Rogers drew special atiention to the work of the 
special subcommittee under the chairmanship of Dr. Dain 
which had been reviewing Service Committee and Tribunal 
regulations, Agreement had been reached on the various 
matters under discussion and, subject to the approval of 
the Annual Conference, any necessary action, whether by 
amending regulations or otherwise, would be taken by the 
Ministry. Three years of careful work had been put into 
this by the subcommittee, and a very large number of con- 
structive amendments had been put forward, most of which 
had been accepted. 

The Council warmly endorsed Dr. Rogers's congratula- 
tions to Dr. Dain on the work of his subcommittee. 


The Ban on Heroin 


Dr. R. Hace-Wuairte referred to the fact that the Govern- 
ment had decided to implement the recommendation of the 
Economic and Social Council of United Nations regarding 
the manufacture and use of heroin. It had had the 
effrontery to ban heroin in this country without making 
any approach to the medical profession. 

Mr. LAWRENCE ABEL spoke to the same effect, and urged 
that this matter should be taken up by the General Medical 
Services Committee with the Ministry. 

The CHairMaNn said that this came about as a result of 
international pressure. It was from its world-wide aspect 
that the problem was brought to them. Dr. S. Wanp said 
that as a member of the Medical Advisory Committee con- 
cerned he came to this subject feeling that the ban was 
uncalled for: but having heard the arguments and knowing 
from his personal experience that there were drugs which 
replaced heroin very adequately, he was persuaded that if 
this country stayed out of the international agreement it 
would intensify a grave international problem. During the 
last six or eight years a number of pain-relieving drugs had 
been introduced which led to the lessened use of heroin. 

It was agreed that an approach on the subject should 
be made to the Government as to the present position 
with regard to heroin, and that the Government should be 
informed of the opinions expressed on the subject. 
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Medical Use of Hypnotism 


Dr, RowLAND HILL, Chairman of the Central Consultants 
and Specialists Committee, presented a report on the 
“Medical Use of Hypnotism,” prepared by a subcommittee 
appointed by the Psychological Medicine Group Commit- 
tee. The report appears as an appendix to the Suppl!e- 
mentary Report of Council at page 190. Professor T. 
FerGuSON RopGer, chairman of the Subcommittee, was 
invited to give an outline of the report. He said that 
gs long ago as 1892 a statement had been put for- 
ward by a committee appointed by the Council of the 
Association to investigate the phenomena of hypnotism, its 
value as a therapeutic agent, and the propriety of using it. 
The subject had often been before the public, and, of 
course, it had been the happy hunting ground of the 
charlatan. The present report attempted a definition of 
hypnotism, touched on its importance to psychiatry and 
general medicine, and its place in medical education, stressed 
its dangers and the ethical aspects of its use, and set out 
the main fields which might particularly engage the atten- 
tion of serious research workers. 

On the motion of Dr. ROWLAND HILL the report was ap- 
proved, and it was agreed that a lead should be taken in 
furthering research on the subject of hypnotism, and that 
the need for such research on the lines indicated in the 
report should be brought to the notice of universities and 
research foundations. Mr. Lawrence Apev hoped that the 
research would not proceed on entirely academic or psy- 
chiatric lines, but that the general practitioner would be in 
some way integrated with it. 

Professor Ferguson Rodger and his subcommittee were 
warmly thanked for their work. 


Geriatrics 

Dr. RowLAND HILL moved approval of a report of the 
Geriatrics Joint Subcommittee. He explained that the sub- 
committee was appointed by the Liaison Subcommittee of 
the General Medical Services, Central Consultants and 
Specialists, and Public Health Committees to consider how 
the establishment of a co-ordinated geriatric service could 
best be achieved. The report appears as an appendix to 
the Supplementary Report of Council at page 181. 

Dr. H. D. CHALKE, chairman of the subcommittee, said 
that this was a comprehensive report. It was felt that the 
problem of chronic sickness could not be separated from 
that of old age. The subcommittee, which embraced mem- 
bers of different branches of the profession, had noted 
the earlier report entitled “* The Care and Treatment of the 
Elderly and Infirm,” published by the Association in 1947, 
but they were soon aware that the recommendations of that 
report had not been implemented as fully as they might 
have been. The present report conveyed nothing new, but 
the main point was that they had emphasized or reiterated 
that the whole problem of the aged was centred on the 
home. Another point was that so many agencies were 
appointed for the care of old people that it was felt that a 
central co-ordinating medical authority should be set up. 
In starting its work the subcommittee had tried to find the 
extent of the problem, and sent out a large number of 
questionaries, but this was found to be statistically im- 
possible. In some parts of the country the services were 
adequate and in others grossly inadequate. 

Dr. FraNK Gray moved the reference back. He con- 
sidered that this was not a report which could possibly be 
approved in its present form. It was an unfortunate result 
of liaison among different bodies. No advance had been 
made on the earlier Association report in 1947; in fact 
they had gone back on it. The old report began with a 
classification of the elderly, but the present subcommittee 
had blurred that classification. It stated at one point that 
the main responsibility must be with the relatives, yet the 
rest of the report ignored the relatives and proceeded as 
if there were no such people. There were, broadly speak- 
ing, two classes of hospital accommodation for the reception 


of the elderly—the modern geriatric unit and the “ dump,” 
in which latter they had no treatment and were left to lie 
in bed. 

What the report had to say about the place of the genera! 
practitioner (Dr. Gray continued) was unsatisfactory. He 
“should be kept informed of all the local authority and 
other services on which he can call.” He was, apparently. 
given no other role. There was just another reference in 
the preamble: “In each group or area there should be 
someone to whom general practitioners can turn.” The 
bulk of the report seemed to be composed of the enumera- 
tion of local health authority services. 

An assumption in the report was that, although life might 
be lengthened, the average health over the age of 60 would 
remain exactly the same. That was an assumption which 
should not be accepted. Again, the report stated that the 
termination of an individual’s employment should be reiated 
to the biological rather than to the chronological factor, and 
that the policy of automatic retirement was unrealistic and 
uneconomic. With that he agreed, but it would be immedi- 
ately pointed out that there was an automatic age for retire- 
ment of members of the B.M.A. staff. A distinction should 
be made between those who were merely elderly and those 
who had associated iliness or disability. The subcommittee 
seemed to have no conception of preventive medicine. 

Dr. W. E. Dornan seconded the reference back. The 
great trouble, not emphasized enough in this report, was 
that some geriatric institutions, though essentially first rate 
in their conception and organization, completely lacked 
sufficient numbers of trained nursing staff to apply the 
ordinary methods of treatment. 

Dr. R. G. GiBson said that this was one of the best 
reports he had ever read. It did not take anything away 
from the general practitioner. He drew attention to what 
was Said in the report about routine medical examination of 
older people in which the general practitioner would have 
first responsibility. Dr. H. M. Govpinc said that if all the 
recommendations in this report were implemented the old 
people he looked after would be much better off. 
Mr. S. F. L. Dane said that the report laid the emphasis in 
the right place. Dr. A. BARKER hoped the report would be 
accepted. 

Dr. Mary EssLeMont, while not supporting all Dr. Gray's 
criticisms, hoped that the report would be referred back. 
It did not seem to go much further than the report issued 
eight years ago. Economic factors were not sufficientl, 
stressed. Dr. J. A. PripHam liked the report, but wished 
that more emphasis had been given to the home help ser- 
vice, which was hardly mentioned at all. Dr. J. C. ARTHUR 
said that the heart of the problem was that in very many 
cases the relatives were not prepared to take up the re- 
sponsibility, and that ought to be emphasized a little more. 
Dr. W. Woo..ey and other members spoke in appreciation 
of the report. 

Dr. CHALKE said that Dr. Gray had indulged in armchair 
criticism. This report did not concern every person over 


_ 60 or 65. It referred only to the relatively small percentage 


who were in need of care and in whom relatives were not 
interested. With regard to the criticism that the role of the 
general practitioner was not sufficiently emphasized, his own 
fear was that it was being emphasized too much. The ques- 
tion of employment of the elderly had been dealt with in a 
recent Government publication, and the subcommittee had 
not considered it necessary to go into it at length. 

The amendment to refer back was lost, and the report 
was approved. 


Hospital Medical Staffs 


Dr. ROWLAND HILL reported on various matters which 
had been before the Central Consultants and Specialists 
Committee (Supplement, April 9, p. 159). In dealing with 
the remuneration of hospital medical staff, he said that his 
committee had reiterated its recommendation that a survey 
of current hospital medical staff income from all profes- 
sional sources should, with such expert aid as was neces- 
sary, be undertaken. The recommendation would be placed 
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before the Staff Side of Whitley Committee “ B” in April, and 
the results of the survey when complete should be an influ- 
encing factor in any further action to be taken in connexion 
with overall remuneration in relation to falling values of 
money. ‘ 

The revised report of the subcommittee on hospital medi- 
cal staffing under Professor Strachan’s able chairmanship 
had been considered by the Joint Committee, and a large 
measure of agreement had been reached. Before any changes 
in structure of hospital medical staff were put into effect 
a review of establishments would take place in order to 
ascertain what consultant expansion was necessary. The 
Royal College of Physicians had prepared a report on junior 
hospital staffing. The policies were fundamentally in agree- 
ment, though differing in detail. 

Dr. R. P. Liston expressed some disquiet concerning the 
position of the Representative Body, which, it seemed to 
him, might be presented with a fait accompli. Dr. HILr 
replied that he did not think any question would be ripe 
for decision by the time of the Annual Representative Meet- 
ing this year. The point he was anxious to make was that 
the body which would be ultimately responsible for reach- 
ing agreement with the Government on this matter was the 
Joint Consultants Committee. The Central Committee had 
told the Joint Committee that before any decisions were 
reached with the Government there must be a reference 
back to the constituent bodies on this particular issue. The 
position was one which called for understanding and 
co-operation. 

Dr. J. A. PripHAM said that a very important point of 
principle was involved. The Representative Body was the 
voice of the British Medical Association, and he would like 
it emphasized that any resolutions by that body would have 
the most careful consideration before any action was taken 
with the Government. 

Mr. LAWRENCE ABEL said that he sympathized with this 
point of view, and he could assure the Council that although 
the report of the Strachan subcommittee had been accepted 
in principle there was no immediate likelihood of any final 
commitment by any body or collection of bodies, and that 
any resolutions of the Representative Body would be taken 
most fully into account. A compromise might have to be 
reached eventually, but everything was being done in the 
most democratic way, and in this field the hospital staffs 
needed the help of the general practitioner and of the 
Association as a whole. 

Dr. RowLanp Hitt endorsed Mr. Abel’s remarks. He 
agreed fully on the importance of discussion in the Repre- 
sentative Body. 

Dr. WAND drew attention to the statement in the report 
that a number of points remained open for discussion, and 
that it would now be left to the Joint Committee to enter 


* into preliminary discussions with the Ministry on agreed 


principles. It seemed to him that no matter what action 
was taken by the Representative Body it might not relate 
to those points remaining open for discussion. 

Mr. Apet said that there was unanimous agreement that 
before any changes in the structure of hospital medical staff- 


‘ing were brought into effect a review of establishments must 


take place. That was the first step and nothing could 
possibly follow until that was done. 

Dr. HUTCHINSON said that it was made quite clear in the 
Central Committee that this document was sent to the Joint 
Committee for discussion only, not for agreement with the 
Government, and that the report must come back to the 
Central Committee. 

Dr. ROWLAND Hitt said that Dr. Hutchinson’s interpre- 
tation of the position was the correct one. Nothing would 
be agreed between the Joint Committee and the Ministry 
without previous reference back to the constituent bodies. 

The discussion on this subject then dropped. Other 
matters of report brought forward by Dr. Rowland Hill 
were set out in the report of the meeting of the Committee 
(Supplement, April 9, p. 159). 

It was stated that the Central Committee was making 
representations to the War Office regarding fees payable 


to civilian consultants employed on a sessional basis and 
was also reviewing the terms and conditions of service f 
whole-time consultants employed by the War Office. . 


Remuneration of Medical Officers of Health 


Dr. H. D. CHALKE, in the absence of the chairman of the 
Public Health Committee, presented a report of the business 
at its last meeting. He reported that on March 29 and 30 
the case for a review of the remuneration of all grades 
of medical officers in the Public Health Service was heard 
in the Industrial Court. The staff case was very ably 
presented by counsel, Mr. B. J. M. MacKenna, Q.C., and 
Mr. S. B. R. Cooke, instructed by Messrs. Hempsons, The 
award of the Court was now awaited. 


Gold Medal of the Association 


A proposition was before the Council to award the Gold 
Medical of the Association to Sir HENRY SiMpSON NEWLAND 
Past President of the Royal Australasian College of Surgeons 
and of the Australian B.M.A. Federal Council, and a Vice- 
President of the B.M.A. since 1932. 

Mr. Mytes Formpy, representative on the Council of 
certain of the Australian Branches, said that he knew that 
this proposal would be warmly welcomed in Australia. “He 
was sure it would be a most popular award. 

The motion, formally proposed by the CHAIRMAN oF 
CouNcIL, that the Gold Medal of the Association be awarded 
to Sir Henry Newland, was, as required by the regulations, 
voted on by ballot, and was approved. 

The Council agreed to recommend to the Representative 
Body that Dr. A. W. S. SicHEL, of Capetown, President of 
the Association in 1951-2, and Dr. P. T. O’Farre.t, Presi- 
dent in 1952-3, be elected Vice-Presidents in recognition of 
their valuable services. 


Other Business 


On the proposition of Dr. J. A. L. VAUGHAN Jones, chair- 
man of the Occupational Health Committee, it was agreed 
that the constitution of the Committee on Medical Educa- 
tion be altered to include a nominee of the Association of 
Industrial Medical Officers. He said that his committee 
was anxious that occupational health interests should be 
adequately represented. His colleague, Dr. H. Alexander, 
was one of the members of the new committee, but it was 
considered that it would be advantageous if the Association 
of Industrial Medical Officers were represented directly in 
the same way as the Society of Medical Officers of Health. 
Other matters in the report of the Occupational Health 
Committee were set out in the account of its meeting (Supple- 
ment, March 26, p. 122). 

Dr. H. H. D. SuTHERLAND, chairman of the Amending 
Acts Committee, again brought forward the question of 
the implementation of the decisions of the Special Repre- 
sentative Meeting of December, 1951. The suggestion had 
been made that before any decision as to future action be 
reached the recommendations passed in 1951 should be 
reviewed by the Council. He moved that the Council 
should take action at the appropriate time on the resolu- 
tions passed by the Special Representative Meeting and 
should keep the Representative Body informed of all actions 
taken or proposed. Dr. Dain pointed out that this resolu- 
tion was unnecessary. What it asked for was exactly 
what the Council was sent there to do. The motion was 
not carried. 

Dr. J. G. HAMILTON reported for the Committee which is 
considering remuneration policy. A good deal of informa- 
tion had been collected and the help of an eminent statistician 
had been obtained. The Committee would be meeting again 
in May to consider the implications of these figures. 

Dr. Hamilton also reported for the Scottish Committee. 
Here the chief matter concerned the advice given to a 
regional hospital board by the Department of Health that 
special leave with pay should not be granted to members 
of hospital staff to enable them to attend meetings of the 
Scottish Committee. Apparently the Department regarded 
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concession, which was granted to the Central Consultants 
Specialists Committee (Scotland), as in relation to the 
tional Health Service work of a particular committee, and 
did not consider that the Scottish Committee fulfilled the 
criterion. The matter was to be taken up with the Depart- 


t. 
the report of the Journal Committee, Dr. HAMILTON 


mentioned that requests had come from Istanbul for permis- 


sion to translate into Turkish the volumes in the Refresher 
Course series, and from Argentina to translate into Spanish 
the third volume of “ Any Questions?” The Committee 
had agreed in principle, ; 

Dr. O. C. CarTeR, in presenting the report of the Family 
Doctor Committee, said that there was some difficulty about 
applying to Family Doctor staff the grades and scales which 
worked quite well from the point of view of B.M.A. clerical 
staff, but bore little relation to the normal practice in com- 
mercial publishing. The Council agreed that in future all 
appointments to the staff of the Family Doctor should be 
independent of B.M.A. grades and salary scales, and should 
be made, within the approved budget, in terms appropriate 
to corresponding commercial publishing levels. 

The Treasurer (Mr. L. DouGAL CALLANDER), in a brief 
statement on the financial position of the Association, men- 
tioned that the issue of the application for the 1955 
membership subscriptions was completed at a later date 
than in the previous year, and consequently the amount 
collected in advance was considerably less in 1954 than in 
the corresponding period of 1953. Nevertheless, the 1955 
subscriptions received by February 28 exceeded the figure 
for the corresponding date in 1954. 

It was announced that the Ceylon Medical Association, 
which was a corporate Branch of the Association, desired 
to alter its status and to become an independent body 
affiliated to the B.M.A. The Council passed a formal 
resolution to enable this to be done. 

The report of the Armed Forces Committee, presented 
by Major-General J. C. A. Dowse, described the proposed 
arrangements for the extension of the B.M.A. lecture scheme 
to enable large groups of Service medical officers at selected 
establishments in the United Kingdom to apply for one 
lecture annually. 

The recommendations of the Science Committee, brought 
forward by Dr. Noy Scott, were concerned wholly with the 
awards in the essay competitions and research scholarships. 
The high standard of the essays in the Medical Students 
Prize Essay Competition, in which eight™prizes and certifi- 
cates were awarded, was mentioned. 

Dr. H. M. Gotpine, for the Charities Committee, said 
that the amount of both earmarked and unearmarked sub- 
scriptions in 1955 was greater than in 1954. Recommenda- 
tions for the allocation to medical charities of the unear- 
marked subscriptions were agreed to. 

A report was made on the first meeting of the Medical 
Education Committee, of which Sir Lionel Whitby is the 
chairman. Four subcommittees had been appointed in fields 
corresponding to those of the four sections of the First 
World Conference. The subcommittees would report to 
the full committee towards the end of the year. 

A similar programme-of-work report was made on be- 
half of the Constitution Committee. It was stated that it 
would be some little time before it was in a position to 
make recommendations. 

The Council, which had met at 10 a.m., completed its 
business at 5.15 p.m. ‘ 


CHILDREN’S SPECTACLE FRAMES 


A circular to executive councils and ophthalmic services 
committees (E.C.L.15/55) states that the Minister, on the 
advice of his Standing Ophthalmic Advisory Committee, has 
decided to make frames No. C.521 and C.525 available to 
all applicants whatever their age. The charges authorized 
by the National Health Service Act, 1951, will continue to 
apply when these frames are chosen. 


Scottish News 


CO-OPERATION IN THE HEALTH SERVICE 
CONFERENCE AT PEEBLES 
[FRoM A SPECIAL CORRESPONDENT] 


Under the auspices of the Royal Institute of Public Admini- 
stration a twe-day conference on the health services was 
held at Peebles on April 1 and 2. This, the third such 
conference. was the first in Scotland, and about 220 dele- 
gates from local authorities, hospital authorities, executive 
councils, and interested voluntary bodies attended. Sir 
CHARLES CUNNINGHAM, Secretary of the Scottish Home 
Department and chairman of the Edinburgh Group of the 
Institute, welcomed the delegates. 

Dr. May Bairb, chairman of the North-eastern Regional 
Hospital Board and convener of the Health and Welfare 
Committee of Aberdeen Corporation, was chairman of the 
conference. The theme was “working together,” and she 
suggested most advantage would accrue from discussions 
directed to improving the present administrative set-up 
rather than suggesting radical alterations which were not 
practicable. 

The Personal Touch 


Sir HUMPHREY Broun Linpsay, chairman of the South- 
eastern Regional Hospital Board, in his address entitled 
“The General Theme,” dealt with the ways in which the 
activities of the different branches .might best be co- 
ordinated. Such co-ordination, he considered, depended 
essentially upon the personal and friendly co-operation 
between those working the service, at whatever level. In . 
his experience formal co-ordinating committees had not been 
very effective. He felt that ad hoc committees, called 
together to deal with a specific subject, for which mem- 
bers could be specially chosen were better. As a member 
of the Scottish Health Services Council, Sir Humphrey felt 
that it was too remote from the field of action to be as 
useful as it might be. 

Sir Humphrey referred to the control and treatment of - 
tuberculosis, where it now seemed that results were being 
obtained, and he considered that this illustrated the close 
co-operation possible between local authorities, hospitals, 
and general practitioners. The general impression was that 
in the maternity services more could be done to ensure 
continuity of care in the antenatal, confinement, and post- 
natal periods. While emphasizing that there was no room 
for complacency, Sir Humphrey did suggest to the delegates 
that the achievements of the Health Service were worthy of 
recognition. 

Provost Mrs. M. Ewart, of Hamilton, queried the use of 
regional hospital boards—a view which found no support 
amongst other delegates. 

Speaking as a general practitioner, Dr. J. O. McDoNnaGu, 
Perth, president of the Scottish Association of Executive 
Councils, thought that basically the organization was sound, 
but they should not be afraid to be critical. He considered 
that there was at present automatic co-operation between 
the three branches and a little overlapping caused no harm. 
He did not think that co-ordinating committees were neces- 
sary. They had no executive functions, and that was their 
weakness. If there had to be co-ordinating committees 
they should be formed for specific purposes and be dis- 
solved when they had done their job. A surfeit of com- 
mittees would choke the service quicker than anything. 
Dr. McDonagh said that general practitioners should have 
cottage hospitals available to them. 

Most speakers were critical of the formal co-ordinating 
committee. Common membership of the different bodies 
automatically encouraged co-ordination, and personal con- 
tacts were of vital importance. All speakers stressed the 
key position of the general practitioner, which he derived 
from his knowledge of the patient and the branches of 
medicine. 
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Mental Health Services 


Dr. JouN Jarpine, chairman of the General Board of 
Control, spoke of mental health. He emphasized the 
changed medical and social outlook on mental disease. He 
laid stress on the value of the voluntary organizations. The 
family doctor must play an increasingly important part in 
the prevention of mental illness and in securing early treat- 
ment. Local authority officials, mental welfare officers, 
health visitors, probation officers and the like could all play 
a part. Many speakers referred to the unsatisfactory state 
of mental hospitals, and it was refreshing to hear the 
physician-superintendent of Craig Dunain Hospital, Inver- 
ness, Dr. M. M. Wuittet, describe how much could be done 
by inculcating a humane attitude in all grades of staff and 
what could be done by simple measures to brighten up 
unsuitable buildings. 

Delegates from local authorities were much concerned 
about the difficulties arising from mental cases being re- 
tained in local authority institutes owing to the shortage of 
hospital beds. It was thought that more use could be made 
of the method of boarding out mental cases. 


The Care of the Aged 


The third session was devoted to a paper on the “Care 
of Old People.” Dr. Taytor Brown, consultant physician 
for geriatrics in the Eastern Region, gave an interesting 
account of the provision for geriatrics in this region. He 
emphasized that it had been possible to develop a co- 
ordinated scheme, the main aim of which was to keep old 
people in their own homes where possible. 

Day-to-day matters of difficulty were “ironed out” by 
the co-operation of the different officials. An effective co- 
ordinating committee representing the different interests in 
the area had been established. Dr. Taylor Brown said that 
the function of the hospital should be essentially to rehabili- 
tate and enable people to return to their normal life. 
although he admitted that many beds would have to con- 
tinue to be used for persons in their terminal days who 
required more than simple nursing. 

The general trend of the discussion which followed was 
that there was already developing a very adequate co- 
operation between the three branches of the Health Service 
in this field; and the shift of the emphasis to domiciliary 
provision rather than institutional provision was considered 
a sound one. The need for auxiliary medical services, 
especially chiropody and physiotherapy in the patient’s own 
home, was fully recognized. 


Conclusion 
The CHAIRMAN, in summing up the conference, said that 


_ criticism had been constructive. The general impression 


was that most delegates felt the existing administrative set- 
up could be made to work effectively and much had been 
accomplished. It was significant that no satisfactory alter- 
native to the present system had been put forward. Much 
of the discussion was focused on the relative position of the 
general practitioner and local health authority services. 
There was a unanimous opinion that both were needed 
and were complementary to each other, but that the exact 
field covered by each must depend on circumstances. 


HEALTH SERVICES IN SCOTLAND 
INCREASE IN WORK 


The statement that demands on the curative services con- 
tinue at a high level and show no signs of abating is made 
in the Reports of the Department of Health for Scotland 
and the Scottish Health Services Council, 1954." In spite 
of indications of improvement in the national health and 
improvements in housing and environmental conditions gen- 
erally, the volume of visits to hospitals and doctors and 


‘HLM. Stationery Office, 4s. 6d. 


the extent of the drug bill show no improv 

of, but rather the reverse. The Speak 
hospital (on the basis of discharges) was 30% hj = > 
1953-4 than in 1949-50. During those four “ar “3 
patient attendances have increased by one-third pone 
1954 numbered nearly seven million. As for drugs ~ 
scriptions dispensed in the pharmaceutical service eantinen 
just under 21 million, an increase of 454,000 over the re 
figure. Many factors, it is said) may have contributed ; 
this result ; the most optimistic is that People are eaten 
to seek early medical advice. A healthier nation “tiny 
more health- or disease-conscious one. 


General Medical Services 


The total number of doctors employed in the National 
Health Service in Scotland—in hospitals, by local authori- 
ties, in general practice—was 5,350, an increase during the 
year of 178. In the general medical services under the Act 
2,558 principals were taking part, 1,513 of them in partner- 
ship, and 251 assistants were employed. The number of 
complaints against doctors investigated by executive councils 
was 27, and in 10 of these the doctor was found to be in 
breach of his terms of service. The health centres at Sight- 
hill, Edinburgh, which has just completed its first year, and 
at Stranraer, which is newly opening, are stated to be 
experimental only, and it is not proposed at present to build 
any further centres of similar type. 

Prescribing statistics show a wide variation in average 
cost per patient between doctors working in different execu- 
tive council areas. For prescriptions dispensed in Decem- 
ber, 1953, the highest average cost per patient was 2s, 44. 
in Glasgow and Dumbarton, and the lowest Is. 5d. in 
Inverness, against a national average of 2s. 1d. The average 
cost of each prescription in Scotland was 5s. 5d., a penny 
more than the year before. There did not seem to be as 
marked a seasonal incidence in prescriptions as might be 
expected. The number issued in September was 1.646,000, 
and in February 1,809,000. ; 


Local Authority Services 


The local health authority services in Scotland report 
substantial increases in the number of B.C.G. vaccinations. 
Primary injections against diphtheria numbered 83,200, 
about the same as in 1953. A major activity in the school 
medical service in some areas is the treatment of minor 
ailments. In Ediaburgh during the year over 12,000 cases 
of this kind were treated. The majority were bruises and 
the like, but a good proportion were diseases of the skin 
(impetigo appears to be on the increase in Scotland), as 
well as diseases of the eve and ear. 

The total number of domiciliary births was 28,886 (28,600 
in 1953), and the number of births in which a doctor and 
midwife were engaged under the arrangements of the 
N.H.S. was 27,514, as compared with 954 in which a mid- 
wife only was engaged. 


Hospital and Specialist Services 

The annual running costs of hospital and specialist ser- 
vices increased from £24.6m. in 1949-50 to £30.2m. in 
1953-4. A large part of this is represented by higher 
salaries and wages, but it is reported that there has also 
been a significant increase in volume of treatment and 
standard of care. The total number of consultants at the 
end of last year was 827, of whom 394 were part-time and 
433 whole-time. This is an increase of 59 on the year, 
almost wholly among the whole-time. Senior hospital 
medical officers numbered 337, of whom 100 were part-time 
and 237 whole-time, a decrease in total of 23. The total 
number of posts in hospitals approved for the purpose of 
the pre-registration year for newly qualified doctors in- 
creased by 30 to 589. it is mentioned that in some areas 
and in certain types of hospital a shortage of house-officers 
continued throughout the year. Consequently, on the 
whole, newly qualified doctors found little difficulty in 
obtaining pre-registration posts. The employment of general 
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— 
ctitioners in hospitals has been the subject of discussion, 


rogress has been somewhat slow. 
In the Northern Region there is a joint training scheme 
nder which senior house officers, engaged for a period of 
ae years, are attached in rotation to various units in 
hospitals, and are also allocated to general practitioners in 
Inverness and district for periods of training in all aspects 
of general practice. Of the first four senior house officers 
who completed their training under this scheme, three took 
up appointments in general practice, while the fourth re- 
mained in the hospital service. In certain specialties, par- 
ticularly tuberculosis and psychiatry, the regional boards 
have found it necessary to create new consultant posts to 
cope with the increased work associated with the develop- 
ment of the service. 
Geriatric services are being developed in several localities, 
but little has been done to increase the accommodation for 
mental cases. The cost of maintaining a patient in a Scot- 
tish hospital last year was 23s. 6d. a day, but this is the 
average over a wide range, from 44s. 1d. in maternity 
hospitals to 12s. 7d. in mental deficiency institutions, 
The report of the Scottish Health Services Council is 
largely occupied with two matters. One is the staffing of 
mental deficiency institutions. _Here the problem is not at 
present acute, but the council recommends that greater 
emphasis should be placed in the General Nursing Council 
syllabus on practical training in occupational and games 
therapy. The other is the role of the assistant nurse in 
the National Health Service. Here the council makes a 
number of recommendations concerning training, enrol- 
ment, and employment. One of them is that the present 
requirement of one year in chronic sick nursing should be 
reduced to six months, and that the training should be more 


broadly based. 


but 


The number of doctors in Scotland engaged in family practice, 
or on executive council lists, is 2,528, according to a census 
carried out on January 1, 1954, reported by Dr. W. Robertson in 
Health Bulletin, April, 1955. They have 4,895,054 people, or 
96% of the population, on their lists. Though the average distri- 
bution of patients is 1,936 per doctor, the ratio varies widely with 
the geographical region. The lowest numbers are in the north, 
the minimum being in Sutherland with 1,096 persons per practi- 
tioner, and the highest are in the west, where the highest Scottish 
figure, 2,372, is found for Lanark ; and Dunbarton, Renfrew, Ayr, 
Stirling, and Clackmannan—a joint return—are also above the 
national average. The ratio in the four principal cities is Aber- 
deen 2,138, Dundee 1,971, Glasgow 1,920, and Edinburgh 1,706. 
The census also examined the length of the postgraduate life of 
Scotland’s doctors, and 20 years was found to be the average 
time since the gaining of first medical qualifications. Only 14 
doctors, 0.6% of the total in practice, qualified in the last century, 
and only 3.3% qualified in 1950 or later. Glasgow University has 
provided 44.2% of Scotland’s family doctors, Edinburgh 22.5%, 
the Colleges 13%, Aberdeen 11.4%, and St. Andrews 5.3%. 
Only 1.9% initially. took English qualifications. 


HOSPITALITY 


A Swedish doctor, living on the west coast of Sweden north 
of Gothenburg, who has four boys aged 4, 12, 13, and 14 
and a girl aged 10, would like to arrange a holiday 
exchange in the summer for his eldest son with one or 
perhaps two children, aged 10-15, of a British doctor. 
Would anyone interested please communicate with 
Brigadier H. A. Sandiford, International Medical Visitors’ 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1. 


Occasional requests are received from Continental doctors 
who would like to arrange for their children to stay with 
medical families in Britain as paying guests, particularly 
during the summer vacation. At present about six requests 
from French doctors (including one living in French 
Morocco) are outstanding. Would anyone interested please 
communicate with Brigadier H. A. Sandiford, International 
Medical Visitors’ Bureau, B.M.A. House, Tavistock Square, 
London, W.C.1. 


FUTURE NUMBER OF DOCTORS 


The Ministry of Health has announced that the committee 
set up by the Minister of Health and the Secretary of State 
for Scotland, under the chairmanship of Mr. Henry Willink, 
to estimate the future number of medical practitioners and 
the appropriate intake of medical students (see Journal, 
February 26, p. 548), is now ready to receive evidence. 

Invitations are being sent io selected organizations, but 
the committee will also consider written evidence from other 
sources. Any person or organization wishing to submit views 
should send them in writing to the committee's secretary, 
Mr. Phillip Muston, Ministry of Health, Savile Row, 
London, W.1. 


MIDDLE EAST BRANCH 


The Middle East Branch of the B.M.A. held its fifth annual 
meeting in Damascus from March 14 to 16, 1955. Doctors 
from Syria, the Lebanon, Jordan, Iraq, and the Gulf 
attended the meeting. ‘Dr. W. M. Forp ROBERTSON was 
elected president, and Dr. E. H. R. ALTOUNYAN honorary 
secretary and treasurer for the year 1955-6. 

The opening address of the scientific discussions was given 
by the Minister of Health for Syria, and the following papers 
were read: “ Modern Methods in the Diagnosis and Treat- 
ment of Epilepsy ” (Sir Charles Symonds, London) ; “ Em- 
physematous Gastritis’ (M. W. Sawwaf) ; “ Pulmonary Re- 
section in the Treatment of Tuberculosis” (J. L. Wilson) ; 
“ Industrial Medicine in Iraq” (A. M. Critchley) ; “ Medical 
Treatment of Hypertension” (M. A. Khiami); “ Surgical 
Treatment of Hypertension” (Abdus Sattar Adi); “ A New 
Prosthetic for the Head of the Femur” (H. Fruchaud) ; 
“The Physiology of the Duodenum” (K. Roberts); | 
“ Maternal and Child Welfare Throughout Arab History ” 
(F. Zaim) ; “ Twenty-five Years’ Medical and Surgical Prac- 
tice in the Euphrates Valley” (A. M. Bertsch); “ Modern 
Aspects of the Treatment of Fractures” (G. Perkins, Lon- 
don); “ Diaphragmatic Hernia (P. Ponthus); Tuberculosis 
Control Among Refugees in Syria” (J. Puyet) ; “ Treatment 
of Cerebral Palsy” (H. Pirker); “ Bronchiectasis” (A. F. 
Mouchantat) ; “ Obstetrical Advances in Kuwait” (N. L. 
Owen); “Surgical Treatment of Pulmonary Hydatid Dis- 
ease” (J. G. Sournia); “ Tonsillectomy in Children” (I. S. 
Ayoub) ; “ Congenital Pyloric Stenosis” (Abdul Ghani Al- 
Kathemi); “Some Notes on the ‘Medical History of 
Aleppo” (A. Poche); “Medical Ethics” (E. H. R. 
Altounyan). Professor Carleton Coon gave a lecture on 
anthropology. 

On March 14 Sir John and Lady Gardener he!d a recep- 
tion at the British Embassy for all doctors and their wives 
attending the meeting. The annual dinner of the Branch 
was held at the Orient Club on March 16. A special air 
excursion to Palmyra was organized on March 17. 


FILM LIBRARY 

The following additions have been made to the B.M.A. film 
library. 

Pancreatic Secretion—Presented by Imperial Chemical 
Industries Ltd. Colour, sound, 34 minutes. 1954. 

Venepuncture in General Practice —By S. L. Drummond- 
Jackson. Colour, sound, 164 minutes. 1954. 

Taking a Swab.—By Nucleus Films Ltd. Black and white, 
silent, 10 minutes. 1950. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 
Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils —Houghton-le-Spring. 
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Medical Record Card 


Sir,—Since the beginning of the N.H.S. I feel the G.P. 
has been at a disadvantage regarding the medical record 
system. The original cards are very outdated and entirely 
useless. It is very difficult to keep any sort of organized 
past history, especially during the childhood period. 


[Front] 


Male | N.H.S. No. 


Surname : | Christian Names : 


Address : , Change of Address : 


D/B Birth Weight : 


Doctor's Name : | Ex. Council Stamp 


Occupations : Year 


OSC! : 19 


CHILDREN'S AILMENTS Month Year. 


[Back] 


Vaccination 


B.C.G. Mantoux 


Mass Radiography Reports : 
Year Result 


Blood Tests : 


Hb 
wc. 
P.C.V. 


OTHER IMPORTANT DATA : 


I have devised a folder medical card (reproduced here) 
for the opinion of the profession.—I am, etc., 
Sunderland. Henry F. GOLDMAN. 


Satisfaction of Work in the Tropics 

Sir,—As a medical officer in the Tro 
studied at the London School of Hygi 
Medicine, I would like to express approv 


pics Who recently 
ene and Tropical 
al of your annota- 


tion “Training for the Tropics” (Journal, December 25 


1954, p. 1538). 

Certainly I find my work here very satisfying 
last I have an appointment where I am a complete d 
no mere signpost to out-patient department, | my . 
well-equipped hospital with a European sister and one . 
eight. I am amazed what one can do when faced with : 
the problems that arise from upwards of 2,000 patie 4 
plus members of crews:from ships. My nearest sities 
is in Singapore, five sailing days away. Above all aie 
[ am enjoying a standard of living that I should never have 
known in England, in a climate that is almost ideal 

I certainly recommend the doctor who has any confidence 
in himself to look abroad, and not sell his ability at cut 
price in an overcrowded market. The competition for a 
niche in general practice had reached a sickening stage when 
M.R.C.O.G.s and M.R.C.P.s, etc., were called failed con- 
sultants (not even redundant), and failed to find a place in 
general practice.—I am, etc., 

Christmas Island, 


and at 


E. R. Bray. 


Facilities at Headquarters 

Sir,—I wish to support Dr. N. D. Wayne (Supplement, 
March 12, p. 79). Medicine is essentially an isolated pro- 
fession. London abounds with medical societies in which we 
gather, hear papers, and from which we hurry away to more 
comfortable surroundings. A place in which we can meet our 
professional kind in the social atmosphere of a club is an 
outstanding lack. The need for such a meeting-place is felt 
by the overseas practitioner during periodical visits to the 
United Kingdom.—I am, etc., 

Gold Coast. H. RICHARDS. 


Springfield Maternity Home, Blackburn 

Sirn.—We feel that some reply is called for to the letter 
from members of the Blackburn Hospital Management Com- 
mittee on the subject of Springfield Maternity Home (Supple- 
ment, March 26, p. 125). There was in our letter (Supple- 
ment, March 5S, p. 71) no suggestion that the secretary of 
the hospital management committee had closed the home 
on his own initiative. -Indeed, if we have been interpreted 
thus it is most regrettable. 

The letter from Messrs. W. E. Woolley, W. Briggs, and 
H. S. Waters seeks to confuse the decision to close the home 
with the manner in which it was carried out. The recom- 
mendation of the hospital management committee to close 
Springfield without consulting the executive councils, the 
local medical committees, and the local health committees 
concerned was unconstitutional to say the least. The manner 
in which it was closed, and for which the first two signatories 
admit sole responsibility, was indeed a much more serious 
affair. 

The senior consultant obstetrician, who appended his 
signature to the letter, was asked by the chairman of the 
hospital management committee if, as a general principle, a 
woman so recently delivered was fit for transfer. He did not 
examine a single patient, and, indeed, was not entitled to 
do so except at the request of the patient’s own doctor, who 
alone was responsible for the case. No patient was examined 
by any doctor before transfer. The Permanent Secretary to 
the Minister stated that the action of the hospital manage- 
ment committee was “ maladroit "—even the Minister con- 
ceded “that some of the steps taken when the home was 
actually closed were admittedly regrettable.”—We are, etc., 

D. O'DRISCOLL, 
Chairman, Blackburn Local Medical Committee. 


H. SouTHWORTH, 
Hon. Secretary, Blackburn Local Medical Committee. 
F. C. 
Hon. Secretary, Blackburn Division, B.M.A. 
T. J. BURKE, 
Hon. Public Relations Officer, 
Blackburn Division, B.M.A. 


Blackburn. 
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Practice in the Highlands and Islands 


$i—Dr. C. J. Swanson points out (Supplement, March 

_ 125) that provision was indeed made for compensation 

of Highlands and Islands practitioners under certain condi- 

tions. In my letter (Supplement, March 5, p. 71) I was refer- 

ring to appointed practitioners. This I regret I did not make 

r. Dr. Swanson suggests some of these qualified. It 

would be interesting to know what number or percentage did 

so and the total sum involved.—I am, etc., 

Isle of Islay. ALASDAIR MclI. SMITH. 


Sessional Fees 


Sin—Dr. W. S. Parker’s letter (Supplement, April 2, 
p. 155) suggesting that general practitioners should pay their 
jocums at the rate of £2 5s. per surgery will find plenty 
of support when executive councils agree to pay G.P.s at 
a similar rate. Most of us would accept such a salaried 
service, being paid £4 10s. per day for our surgeries, a 
similar sum for our visits, mileage payments @ /a consultants 
on domiciliary visits, extra payments for emergencies, night 
calls, and presumably a nice fat cheque to cover us for the 
use of Our premises, telephones, and employees. At this 
rate 1 am sure we should all earn more than £5,000 a year. 
—I am, etc., 


Pinner Hill, Middx. Eric J. TRIMMER. 


Maternity Record Card 


Sir,—Reference is made in the G.M.S. Committee’s report’ 
(Supplement, April 2. p. 129) to the need for a maternity 
record card suitable for use in general practice. I enclose 
a card at present in use in practice here. The width is 
slightly less than that of the standard medical record enve- 
lope, but the length is the same, so that inclusion and refer- 
ence are facilitated. No doubt improvements in the layout 
could be suggested by other practitioners. 


[Front] 


OBSTETRIC RECORD CARD 


Surname Christian Names 
Address N.H.S. Number Religion 
Weeks 
P.0.B.H Year | Sex) Gestn. | Weight B. Fed? Complications 
Blood Group 
Normal 
N.H.S. Book Signed 


[Back] 


ANTENATAL EXAMINATIONS 


Date |B.P.| Urine | Weight | Wks. | F.H. | Posn. Notes Dr. 


NOTES: Dr.? Blood 

Complications 


and Treatment : 


BABY Weight............... ° 
Condition 

Religion 


PUERPERIUM NOTES 


Post Natal Examn. Gen. Condn. 
f 
< Perinm. ...... 
Fee Claim to : Date : 


The cards were printed for the practice by D. Winter- 
bottom, of Woodplumpton, Preston.—I am, etc., 


Preston. R. OWEN. 


B.M.A. LIBRARY 


The Library service is available to all members of the Associa- 
tion resident in Great Britain and Northern Ireland (and by 
special arrangement to members of the Irish Medical Associa- 
tion). The only charge made is for postage of books. A copy 
of the Library Rules will be forwarded on application to the 
Librarian at B.M.A. House. 

The following books have been added to the Library: 


ore D.: Who Are the Guilty ? A Study of Education and Crime. 
1954. 


Adriani, J.: Nerve Blocks: A Manual of Regional Anesthesia for Practi- 
tioners of Medicine. 1954. 

Aldis, G.: Hospital Planning Requirements. 1954. 

Atschul, R.: Endothelium: Its Development, Morphology, Function, and 
Pathology. 1954. 


. Altschule, M. D.: Physiology in Diseases of the Heart and Lungs. Revised 


edition. 1954. 

American College of Chest Physicians: Nontuberculous Diseases of the 
Chest. 1954. 

Applegate, O. C.: Essentials of Removable Partial Denture Prosthesis. 
1954 


Arey. L. B.: Developmental Anatomy: A Textbook and Laboratory Manual 
of Embryology. Sixth edition. 1954. 

Ballenger, H. C., and Ballenger, J. J.: Manual of Otology, Rhinology, and 
Laryngology. Fourth edition. 1954. 

Bankoff, G.: Practice of Local Anaesthesia. Fourth edition. 1954. 

Bender, L.: Dynamic Psychopathology of Childhood. 1954. 

Block, R. J., et al.: Manual of Paper Chromatography and Paper Electro- 
phoresis. 1955. 

Browne, F. J., and Browne, J. C. M.: Antenatal and Postnatal Care. 
Eighth edition. 1955. 

Copeman, W. S. C. (Editor): Textbook of the Rheumatic Diseases. Second 
edition. 1955. 

Edwards, J. E., et al.: Atlas of Congenital Anomalies of the Heart and 
Great Vessels. 1954. 

Escamilla, R. F.: Laboratory Aids in Endocrine Diagnosis, 1954, 
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Fleming, A. J., et al. (Editors): Modern Occupational Medicine. 1954, 

Flint, T., jun.: Emergency Treatment and Management. 1954. 

Gastaut, H.: The Ep'lepsies: Electro-clinical Correlations. 1954. 

Gillilan, L. A.: Clinical Aspects of the Autonomic Nervous System. 1955. 

Glover, E.: Technique of Psycho-analysis. 1955. 

Gordon, D. M.: Clinical Use of Corticotropin, Cortisone, and Hydro- 
cortisone in Eye Disease. 1954. 

Gram, J. C. B., and Cates, H. A.: Handbook for Dissectors. Fourth 
edition. 1954. 

Gregory, C. C. L., and Kohsen, A.: Physical and Psychical Research. 1954. 

Hackett. C. J.: Manual of Medical Helminthology. 1954. 

Hale, D. E. (Editor): Anesthesiology. By Forty American Authors. 1954 

Hardy, G. M.: Nursing as 4 Career and Livelihood. 1954. 

Hardy, J. D.: Fluid Therapy. 1954. 

Harris, R. J, C.: Biological Applications of Freezing and Drying. 1954. 

Hodges, F. J., et al.: Radiology for Medical Students. Second edition. 
1954. 


Holman, P.: Bedwetting. 1954. 

Hughes, B.: The Visual Fields. 1954. 

Hussar, A. E., and Holley, H. L.: Antibiotics and Antibiotic Therapy: A 
Clinical Manual. 1954. 

Institute for Medical Research, Federation of Malaya: Malaysian Parasites, 
I-XV. Edited by J. R. Audy. 1954. 

Kraneveld, F. C.: Catalogue of Publications on Anacrobic Bacteria in the 
Library of the Veterinary Institute, Bogor (Indonesia). 1954. 

Major, R. H.: A History of Medicine. Two volumes. 1954. 

Marriott, HJ. L.: Practical Electrocardiography. 1954. 

Meigs, J. V. (Editor): Surgical Treatment of Cancer of the Cervix. 1954. 

O'Neill, Desmond (Editor): Modern Trends in Psychosomatic Medicine. 
1955. 

Rothman, S.: Physiology and Biochemistry of the Skin. 1954. 

Spellberg, M. A.: Diseases of the Liver. 1955. 

Stokes, E. J.: Clinical Bacteriology. 1955. 

Trowell, H. C., et al.: Kwashiorkor. 1954. 

Wiles, P.: Essentials of Orthopaedics. Second edition. 1955. 


Association Notices 


ELECTION OF COUNCIL, 1955-6 


The following are the results of the election for members 
of Council in those Groups where there were contests: 


Group 12 (Divisions of Metropolitan Counties 
Branch in Middlesex) 
D. F. Hutchinson (London, W.C.1) 407 Elected 
J. B. Wrathall Rowe (Harrow)... .. 316 Elected 
Angus Weston (Greenford, Middlesex) .. 331 


No. of voting papers issued .. 2.020 
Spoiled papers .. 3 


Group 15 (Hampstead, St. Pancras, and West- 
minster and Holborn Divisions) 


Frank Gray (London, W.C.1) 

J. L. McCallum (London, W.C.1) 128 Elected 
No. of voting papers issued... ie 939 
Spoiled papers .. 2 

Public Health Service . 

C. O. S. Blyth Brooke (London, E.C.1) .. 216 

H. D. Chalke (London, N.W.4)_... . 408 Elected 

J. B. Tilley (Newcastle-upon-Tyne) 516 Elected 


No. of voting papers issued .. a 1,783 


No. returned ae 606 
Spoiled papers we 2 
A. MACRAB, 
Secretary. 


Diary of Central Meetings 


APRIL 

25 Mon. Staff Side, General Whit!ey Council (at 14, Russell 
Square, London, W.C.), 10.30 a.m. 

25 Mon. General Whitley Council (at 14, Russell Square, 
London, W.C.), 2.30 p.m. 

26 Tues. Staff Side, Committee “ B,”’ 10.30 a.m. 

26 Tues. Full Committee “B” (at 14, Russell Square, 
London, W.C.), 2.30 p.m. 

27 ~ Wed. bat Committee (at Raven Hotel, Shrewsbury), 
2.15 p.m. 

29 Fri. D.1.H./D.P.H. Subcommittee, | Occupational 
Health Committee, 10.30 a.m. 


May 
Tues. $§.H.M.O.s Group Executive Committee, 2 p.m. 
Wed. Office Committee, 11 a.m. 
Committee re Remuneration Policy, 2 p.m. 
Wed. Physical Medicine Group Committee, 2 p.m. 
Wed. Private Practice Committee, 2 p.m. 
Thurs. Committee on Homosexuality and Prostitution, 
2 p.m. (date changed from April 20). 
Rural Practices Subcommittee, G.M.S. Committee, 
2 p.m. 
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Branch and Division Meetings to be Held 


BIRKENHEAD AND WiRRAL Division.—At Arrowe Park Hotel 
Birkenhead, Saturday, April 23, 9 p.m., meeting. Lecture by Mr 
W. W. Davey: “Is Your Gastrectomy Really Necessary 9” 

BLackBuRN Division.—At White Bul. Hotel, Church Street 
Blackburn, Tuesday, April 26, 8.15 p.m., annual general meeting” 

BourNeMoutH Diviston.—At Royal Victoria Hospital Bos. 
combe, Friday, April 29, 8.15 p.m., meeting. Address by 
Macdonald Critchley: “The Body Image.” (Illustrated with 
lantern slides.) 

BrapForD Division.—At Bradford Royal Infirmary, Wednes- 
day, April 27, 8.15 p.m., meeting. Address by Mr. G: A. Craig: 

AMBERWELL Division.—At Dulwic ospital, East ; 
Grove, S.E., Tuesday, April 26, 8.45 p.m., annual oe 
ing. Address by Dr. F. E. Camps: “ Investigation of Crimes of 
Violence in America and England.’ Visitors are invited. 

Carpire Division.—At Pathology Lecture Theatre, Welsh 
National School of Medicine, Royal Infirmary, Cardiff, Wednes- 
day, April 27, 8.15 p.m., meeting. Address by Dr, Eric 
Waddington: “ Leg Ulcers.” Members may bring medical guests 

Ciry Division.—At Hackney Hospital (GS Ward), Homerton 
mae London, E., Wednesday, April 27, 2 p.m., film 

Derby Diviston.—At Derbyshire Royal Infirmary, Thursday 
April 28, at 8.30 p.m., annual meeting. z 

East DENBIGH AND Fiint Division.—(1) At Chester, Thursday 
April 28, 7.30 p.m., annual dinner. (2) At Mold, Sunday, May 1. 
3 p.m., annual meeting. — 

East Herts Division.—At Hertford County Hospital, Thurs- 
day, April 28, 8.30 p.m., annual general meeting. 

Easr Kenr_ Division.—At Chez Laurie Restaurant, Thanet 
Way. Herne Bay, Thursday, April 28, 7.30 p.m., dinner: 8.45 
p.m., special and annual general meeting. 

ENFIELD AND Potrers Bar Diviston.—At St. Michael's Hospi- 
tal, Chase Side Crescent, Enfield, Friday, April 29, 8.15 for 
8.30 p.m., fifth annual meeting. ; 

Furness Diviston.—At Duke of Edinburgh Hotel, Barrow-in- 
Furness, Tuesday, April 26, 8 p.m., annual general meeting. 

Giascow Drvision.—At Glasgow Regiona! Office, 234, St. 
Vincent Street, Glasgow, Wednesday, April 27, 8.30 p.m.. meeting. 

GREENWICH AND DeptFrorD Division.—At Miller General 
Hospital, Greenwich High Road, London, S.E., Wednesday, 
April 27, 8.30 — annual general meeting. 

GuiLprorp © Division.—At Royal Surrey County Hospital, 
Guildford, Saturday, April 30, 7 to 9 p.m., sherry party. Ladies 
are invited. 

HeNDoN Division.—(1) At Hendon Hall Hotel, London, N.W., 
Wednesday, April 27, 8.45 p.m., annual general medico-political 
meeting. (2) At Colindale Hospital, Colindale Avenue, London. 
N.W., Saturday, April 30, 2.30 p.m., meeting. Demonstration 
by Dr. W. E. Snell. ; 

Lancaster Diviston.—{1) At Moor Hospital, Lancaster, Satur- 
day, April 23, 8 p.m., mecting. B.M.A. lecture by Dr. W. N 
Pickles: “ a in General Practice.” Lay friends of 
members are invited. (2) At Midland Hotel, Morecambe, Thurs- 
day, April 28, 8.30 p.m., annual general meeting. 

Counties BrancH.—At B.M.A. House, Tavi- 
stock Square, London, W.C., Tuesday, May 3, 3 p.m., annual 
general meeting. President's Address by Dr. R. Hale-White: 
* Patients, Politics, or Both ? ” ; 

PertH BrancH.—At Murray Royal Hospital, Perth, Thursday. 
April 28, 8 p.m., meeting. A. Lecture by Dr. Douglas 
Miller: “Common Obstetric Injuries and their Sequelae.” 
Members from neighbouring Branches are invited. 

ReiGare Diviston.—At_Dorking General Hospital, Horsham 
Road, Dorking, Surrey, Tuesday, April 26, 8.30 p.m., clinical 
meeting on “ Tuberculesis.” 

SHEFFIELD Diviston.—At Royal Victoria Hotel (Assembly 
Room), Friday, April 29, 8.30 p.m., meeting. 

SouTH BeprorpsHire Diviston.—At Luton and Dunstable 
Hospital (in the Board Room), Friday, April 29, 9 p.m., meeting. 
Dr. Clifford E. Allen: ‘* Homosexuality and Sexual Abnor- 
malities.” 

SrockTon Diviston.—At Stockton and Thornaby Hospital, 
Monday, April 25, 8.30 p.m., meeting. Lecture by Mr. F. J. 
Burke: ‘* Modern Aspect of Gynaecology.” ‘ 

Tower HaMLets Division.—At St. Andrew’s Hospital, Devons 
Road, Bow, E., Friday, April 29, 3 p.m., clinical meeting. Dr. 
W. R. Bett: “ The General Practitioner and Medical Writing.” 

WanpsworTtH Division.—At South London Hospital for 
Women and Children, South Side, Clapham Common, London. 
S.W., Sunday, April 24, 9.30 a.m., clinical meeting. ; 

Wema ey Diviston.—At Wembley Hospital, Tuesday, April 26. 
9 p.m., annual general meeting. 

est DersysHire Diviston.—At Smedley’s Hydro, Wednes- 
day, April 27, 8.30 p.m.. joint meeting with West Derbyshire 
Medical Society. Annual B.M.A. lecture by Professor John 
Glaister: “ The Ruxton Case.” A general discussion will follow. 

WESTMINSTER AND HocLsorn Division.—At Westminster City 
Chambers, Thursday, April 28, 8 p.m., ordinary meeting. 

WittespeN Division.-At Willesden General Hospital, 
Harlesden Road, N.W. (Department of Physical Medicine), 
Friday, April 22, 9 p.m., annual general meeting. ; 

WINCHESTER Division.—At Royal Hampshire County Hospital. 
Wednesday, April 27, 8.45 p.m., general meeting. 
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